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III. 


REMARKS ON THE SuRGICAL REMOVAL OF Brain Tumors. 
[By Dr. Wetr.] 


The attention of surgeons was instantly arrested, in 1884, by the 
publication in the Lancet of December 20th, of that year, of an account 
of the excision of a tumor from the brain, published by Dr. Hughes 
Bennett and Mr. Godlee. The patient presented signs of incomplete 
and progressive left-sided hemiplegia beginning in the face and tongue, 
and of double optic neuritis, which, with other symptoms of less impor- 
tance, led Dr. Hughes Bennett to arrive at the following conclusions: 

First, that there was a tumor in the brain; secondly, that this growth 
involved the cortical substance; thirdly, that it was probably of limited 
size, as it had destroyed the centres presiding over the hand, and only 
caused irritation without paralysis of the centres of the leg, face and 
eyelids which surrounded it; and, fourthly, that it was situated in the 
neighborhood of the upper third of the fissure of Rolando. 

This diagnosis having been made on the 25th of November, 1884, Mr. 
Godlee trephined the skull over the region corresponding with the upper 
part of the fissure of Rolando. No tumor was visible after the dura mater 
was slit up, but the ascending frontal convolution seemed to be somewhat 


distended. An incision about an inch long was made into the gray matter 
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in the direction of the bloodvessels, and at a quarter of an inch below the 
surface a morbid growth was found. This was carefully removed and it 
proved to be a hard’ glioma about the size of a walnut. It was easily enucle- 
ated. The hemorrhage was arrested by means of the galvano-cautery and 
the wound brought together by sutures. The patient did fairly well up 
to the twenty-sixth day, when he was suddenly seized with a rigor, fever 
and pain in the head. A hernia cerebri of large dimensions supervened and 
death occurred on the twenty-eighth day after the operation. At the autopsy 
the brain substance was normal, though suppurative meningitis was found at 
the lower border of the wound spreading downward toward the base of the 
brain on the same side. 


This brilliant, though unsuccessful, operative interference for the 
removal of a cranial growth was followed, after a lapse of some time, by 
another fatal case in February, 1886, and was reported in the Pacific 
Medical and Surgical Journal for April of that year by Drs. J. O. 
Hirschfelder and Morse, of San Francisco. 


In this instance the cerebral disease had existed for eighteen months, begin- 
ning with occipital pain and paresis of the left leg and progressing with double 
optic neuritis up to involvement of both upper extremities and the left side 
oF the face. The diagnosis was made of a tumor of the brain situated in the 
motor centres around the sulcus of Rolando on the right side, and from the fact 
that the face, arm and leg centres were apparently affected, the middle portion 
was supposed to be with certainty involved; or, more correctly stated, it was 
believed that the neoplasm was located in the middle portion of the gyrus 
post-centralis. 

Three buttons of bone were removed by a trephine, and an opening made 
through the skull three inches across. The portions of cranium removed were 
unusually thin. On cutting through the dura mater, the parts beneath imme- 
diately pushed through the opening, protruding half an inch beyond the bone 
level, and presented an abnormal appearance. No pulsation of the brain was 
observed. The outgrowth was excised only in part, it being difficult to 
separate it entirely from the healthy brain tissue. The mass removed was 
about two and a half cubic centimetres in size and a microscopic examination 

roved it to be a glioma. The wound was dressed with lint soaked in car- 
Polized oil and over this a thick layer of cotton batting. On the seventh day 
death resulted from encephalitis. No post-mortem was allowed. 

Dr. Hirschfelder, in concluding his report, says that the unfavorable result 
after the operation in this case must be ascribed to the character of the tumor. 
The soft glioma was continuous with the adjoining brain tissue, so that its 
complete separation was impossible without destruction of a large portion of 
the cerebrum. Had it been a hard tumor that could have been readily iso- 
lated, it is very probable that the patient would have recovered. 


The most marked impetus to the treatment of cerebral tumors was, 
however, imparted by the publication of a paper entitled “ Brain Sur- 
gery,” by Victor Horsley, in the British Medical Journal of October 9, 
1886. Mr. Horsley, I may here say, combines in himself the skill of a 
surgeon with the knowledge of a neurologist. In this article there are 
reported, in addition to two cases of brain excision for epilepsy, the 
details of a case of cerebral tumor successfully removed by an operation. 
I transcribe the latter only briefly : , 


The tumor was tubercular in character, and was found in the preening 
frontal and parietal convolutions at a line of junction of their lower an 
middle thirds. Before closing the wound in this instance, the centre of the 
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thumb area, which had caused the most signal symptoms, was removed by a 
free incision. No tubercular disease was recognized elsewhere in the body. 


In this paper Mr. Horsley set forth the operative technique which his 
experience on animals, as well as on human subjects, had led him to 
adopt; in this were several departures from the ordinary methods of 
operation in cranial injuries, etc. In addition to a strict antisepsis, he 
makes an oval scalp wound instead of the ordinary crucial one, and re- 
sorts to a very large opening in the skull, using a trephine two inches in 
diameter, and replacing the chopped-up fragments of bone when possible. 
The dura mater he directs to be incised in a circular manner for four- 
fifths of the circumference, and the flap to be turned back and replaced 
and held in situ by sutures at the close of the operation. In incising 
the brain, the cut, he says, should be vertical and directed into the 
corona radiata to avoid damage. Hemorrhage should be checked by 
ligature or by pressure. The cautery should not be used. Drainage of 
the wound is necessary. Stress was laid by him, moreover, on the im- 
mediate bulging out of the brain as indicative of a tumor. This is not 
met with, he states, in healthy animals on whom he has tested this ex- 
perimentally. This is, therefore, a symptom of intracranial pressure of 
high value. 

Subsequently, in Tae AmMerIcan JOURNAL OF THE MEDICAL SCIENCES 
for April, 1887, Mr. Horsley gave, with, however, only very scanty 
outlines, a case in which, at the time of the operation, there were absolute 
hemiplegia and coma, produced by a tumor which, when removed, 
weighed four ounces; and he also reported a third case of a diffuse tumor 
which invaded the shoulder region and caused constant clonic spasm of 
the shoulder- and elbow-joint, besides severe fits beginning in the same 
region. Subsequently the same surgeon, in the British Medical Journal of 
April 23, 1887, gave further details of these two cases, in which the im- 
portant item was presented that the patient from whom the large tumor 
was removed lived for three months, when symptoms of recurrence began 
to show themselves, and death finally took place six months after the 
operation, and that in the other case, up to the date of the report, a year 
and more after the operation, no recurrence had manifested itself. 
Horsley also reported in the last article the removal of a fourth tumor, 
which, however, involved the right lobe of the cerebellum, and in which 
death occurred nineteen hours after the operation. In this case the tumor 
was tubercular in its character, and with it existed tuberculosis of other 
viscera. In the other two cases the tumors were sarcomatous in nature. 

In February of last year Dr. W. R. Birdsall,’ of New York, placed 
under my surgical care a case of tumor of the brain which had been 


1 Brain Surgery. Removal of a large Sarcoma, causing Hemianopsia, from the Occipital Lobe. By 
W. RB. Birdsall and R, F. Weir. Medical News, April 16, 1887, 
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localized by him in the right occipital region, hemianopsia being the 
principal symptom. An opening two and three-fourths by two and a 
quarter inches was made in the occipital region of the cranium, and a 
tumor weighing five and a quarter ounces removed. The patient, how- 
ever, succumbed from the shock and hemorrhage which followed the 
operation. In this case, also, pulsation was absent when the skull was 
cut through. 

Chronologically, the case which is the subject of the present paper 
would come next in order, but as a wide and proper construction of the 
term cerebral tumor should embrace those of the cerebellum, to the 
foregoing list should be added two others, the account of one of which 
appears in the Lancet of April 16, 1887, and was presented by Mr. 
Bennett May, of Birmingham, England. 


From the symptoms, a tumor in the cerebellum was believed to be indicated, 
and the paralysis which existed in the right external rectus led to the con- 
clusion that the tumor was in the right lobe and was growing downward and 
forward and compressing the right sixth nerve. It was thought also that the 
tumor was probably tubercular, though no other part of the body gave evidence 
of this disease. As the mode of incision for attaining access to a growth in 
this region has not heretofore been given, it is shortly detailed. A curved in- 
cision, with the convexity upward, reaching a little above the external occipital 
protuberance, was carried by Mr. May across the back of the head from one 
mastoid process to the other. The scalp and subjacent parts were then carried 
down as a flap by separating all the muscular attachments from the bone 
until the neighborhood of the foramen magnum was reached. A trephine 
was applied’ and this opening enlarged easily by a rongeur forceps, as the 
bone was thin. The extreme bulging of the dura mater gave evidence of great 
intracranial pressure. The membrane was opened and turned up by incisions 
along the three sides of the aperture in the bone. The cortex of the cerebrum 
appeared quite healthy, but at one spot a little outside the centre of the ex- 
posed space palpation gave an ill-defined feeling of hardness beneath the 
surface. An incision was here made with a tenotome, and, on entering the 
finger, there was detected the hard mass of a tumor nearly an inch below the 
surface. It was dug out of its bed cleanly by the handle of a small teaspoon, 
It was larger than a pigeon’s egg, hard and horny on the exterior and case- 
ating in the centre. The hemorrhage was trifling, but the patient, however, 
succumbed from shock a few hours afterward. No post-mortem examination 
was permitted. 


On the 1st of October Mr. Suckling, of Birmingham, also removed a 
tumor from the cerebellum by a nearly similar procedure, reversing, 
however, the incision through the scalp. The account of this case was 
published in full in the Lancet of October 1, 1887. 


After a crucial incision had been made through the dura mater the cere- 
bellum at onve bulged into the wound, and its tissue appeared darker in color 
than normal. No hardness could be felt with the finger. The brain tissue 
was therefore incised. The hemorrhage which followed was very free. A finger 
introduced into this wound recognized “softness” in all directions. Part of 
the cerebellar substance was cut away and the wound closed after a drainage 
tube had been placed in it. The patient died within forty-eight hours after 
the operation. The left lobe of the cerebellum was found enlarged and hol- 
lowed out in the centre. This cavity was seen to be surrounded by soft 
vascular tissue of a pinkish color which, under the microscope, showed the 
structure of a glioma. The new growth had evidently occupied the whole of 
the left lobe and had also levahed the middle lobe, 
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In the Medical News of December 24, 1887, is an interesting case of 
cerebral tumor only, however, scantily referred to, removed by operation 
by Dr. W. W. Keen, of Philadelphia, which weighed three ounces and 
forty-nine grains, and which extended from the fissure of Sylvius into 
the first frontal convolution, and from near the fissure of Rolando into 
the bases of the three frontal convolutions., 

The initial symptom in the case was an epileptic attack with right-sided 
deviation of the head and eyes, followed by paralysis of the right arm and 
leg, and by aphasia. The tumor wasa fibroma. Ten days after the extirpa- 
tion the patient had a sharp rise of temperature to over 104°, with diarrhwa 
and marked bulging of the flap; paresis of the right leg; paralysis of the 
right arm and right lower face with aphasia. These severe pressure symp- 
toms, however, subsided and recovery took place. 

From the foregoing presentation of surgical work in the cranial 
cavity for the removal of neoplasms, it would appear that the credit of 
the inauguration of this important improvement was due to the activity 
of ‘the English mind, but on October 1, 1887, in the Lancet appeared a 
modest “Contribution to Endo-cranial Surgery,” by F. Durante, of 
Rome, which showed that in May, 1884, prior even to Godlee’s opera- 
tion, Durante had removed a tumor the size of an apple from the brain: 

From thé loss of memory and of the sense of smell, in the absence of other 
nerve symptoms save melancholy and a sense of vacuity in going about, 
Durante was led to believe in the presence of a tumor beneath the cranium. 
The displacement of the globe of the eye, which also existed, led him to ex- 
pect that the tumor had penetrated the superior arch of the orbital cavity. 
A large opening in the left frontal Lone was made and the dura mater found 
to have been perforated from absorption by the tumor opposite to the frontal 
eminence. The tumor was scooped out piecemeal at first, and subsequently 
the mass was enucleated. The hemorrhage was slight and easily controlled 
by a hemostatic tampon of sublimate gauze. The tumor occupied the left 
anterior fossa of the cranium. It extended to the right and rested upon the 
cribriform lamina, which it had destroyed. Posteriorly, it reached to the clinoid 
tubercles in front of the sella turcica. The left anterior cerebral lobe was 
greatly atrophied. The orbital arch was decidedly depressed, but was not per- 
orated, as had been anticipated. The patient made a perfect recovery. She 
was seen four years later and was then in perfect health. The tumor under the 
microscope presented a multiform fibro-cellular structure of sarcoma. 

This case is not only of great importance chronologically, but is of 
greater importance in respect to the possibility of permanent recovery 
after removal of a sarcomatous tumor. In cases like that of Keen, a 
fibroma, no recurrence is to be expected ; with sarcoma, even well encap- 
sulated, the possibility of its return, as in other parts of the body, must 
be considered, and especially as we are loath, in the brain, to go wide 
from the tumor, a condition which, when complied with in other regions, 
largely contributes to a permanent success when removing such neo- 
plasms. 

With infiltrating sarcoma and gliomata the prognosis must be very 
discouraging unless increasing experience enables the surgeon to pro- 
ceed with more boldness, since it must be permitted to assume the risk 
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of even increased permanent disability or of destruction of life itself in 
such otherwise utterly hopeless cases. 

Bearing on the point of the benefit to be derived from the operation, 
attention should be given to the fact that in two of Horsley’s cases in 
which the tumors were sarcomatous, in one, the patient’s life was pro- 
longed for six months, and in the other, the patient was still alive a year 
and four months later. 

It is also to be noted that in the three cases in which the tumor was 
tubercular, in but one was evidence of the existence of this disease to be 
found in other parts of the body, a fact somewhat at variance with the 
statements of White on this subject. 

It seems too early in the history of this operation for a decision to be 
reached as to what kind of tumors may contraindicate an attempt for 
their removal. It still appears proper surgery to undertake the opera- 
tion of opening the skull (certainly as an exploratory procedure) for 
those cases which indicate sufficiently clearly by symptoms that a pro- 
gressing pressure, as from a tumor, an abscess, an intra- or extra-cerebral 
blood-clot, or that a continued irritation effect, such as results from 
cicatrices, gummous residua, or the like, is present, and not to be relieved 
by the ordinary means of treatment. 

Before proceeding to the consideration of the operative measures to 
be observed I venture to allude to two more cases of cerebral tumor, 
though in one, operated on by Dr. Markoe,’ some doubt is admitted by 
that surgeon as to the nature of the mass removed. Its microscopic 
revelations make it more probably to be an inflammatorily changed 
cerebral convolution. 

The operation was performed on a young man, who had, following a blow 
on the left side of the head, great sensitiveness and headache over the site of 
the injury, with frequent nocturnal epileptiform attacks. No paralysis ex- 
isted. Exploratory trephining was resorted to on the flattened portion of the 
skull corresponding to the old injury. Nothing was found in the bone or 
dura mater of an abnormal character. On cutting through the latter two 
unequal masses of a rounded shape lying close to each other, about one inch 
in diameter, were exposed and removed with the handle of the — 
Subsequent examination showed this to be normai cerebral tissue, with a 
deposit of small spheroidal cells in the lymph spaces surrounding the swollen 
normal ganglion cells. The patient recovered from the operation after being 
temporarily aphasic, and remained free from pain and epileptic seizure up to 
the date of the report, nine months afterward. 

It is not without interest, perhaps, to epitomize a case related by Dr. 
Sands, in the Medical News of April 26, 1883, which not only shows 
how success might have been achieved at an early date in the removal 
of a cerebral growth, but I beg to present it, furthermore, as an example 
of the advantages of always raising or incising the dura mater in these 
exploratory operations. Had it then been resorted to, the credit of first 


1 Removal of a Tumor (?) from the Brain, by T. M. Markoe, M.D., Medical News, November 5, 1887. 
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removing a cerebral tumor might have been attributed to American 
surgery. It is true, that this case had for the localization of the trouble 
the assistance of a well-defined traumatism, and, therefure, could not be 
considered, even had it proved successful, as brilliant in the diagnosis 
as are the cases that have been operated upon by Horsley and others. 


Sands’s patient had, two weeks after an injury, an epileptic seizure, which 
was repeated at a week’s interval, with right facial paralysis, and slight hemi- 
plegia of the same side and aphasia. Tenderness was still felt over the site of 
the original injury. Syphilis was denied. An exploratory operation exposed 
the dura in front of the left fissure of Rolando, two inches above the ear. 
Pulsation was absent. No fluctuation could be felt. A large hypodermatic 
needle was thrust through the dura in three different places to the depth of 
an inch, but nothing was withdrawn. In making two other punctures through 
the dura, the needle met with considerable resistance, and the idea of a tumor 
was suggested, but no further operative procedures were carried out. The 
wound was closed with fine catgut sutures, and antiseptic dressings were 
applied. On the eighth day after the operation death occurred from encepha- 
litis. At the autopsy, the dura around the bone opening was found adherent to 
the pia, and just underneath it, and behind the posterior central convolution, 
there was found a gummy tumor one inch in diameter. 


Although the clinical experience so far obtained in this branch of 
cerebral surgery is not large, yet it suffices, even in its limited extent, to 
settle some two or three points of interest. The first of these is of weight 
when we admit that, though localization of brain lesions has become 
tolerably exact in certain portions of the brain, yet even in these por- 
tions—motor regions—doubts may arise which can only be settled by use 
of the exploratory operation. Our slight experience has, however, 
shown in the case of large openings in the cranium, that when the 
operation is conducted under antiseptic precautions, it is devoid of any 
great risk in itself, and that the taking away of the support to the cere- 
bral mass is not followed, as one might naturally be led to expect, by 
serious cedema of the brain. 

As to how this exploratory operation should be conducted, this will be 
deferred for subsequent consideration. 

Although large openings in the skull are so well borne, a point that is 
admitted by Bergmann in his recent article,’ yet this same surgeon con- 
tends, from theoretical reasons apparently, against surgical procedures 
being applied for the removal of large tumors, on account of their 
proneness to be followed by fatal cedema, and he sets forth a dictum that 
large tumors, or patients the subjects of any tumor, in a state of coma 
due to existing cedema, should not be operated upon. To disprove this, 
it will be recalled that in one of Horsley’s cases a tumor was removed 
which weighed four and a half ounces, and which, at the time of the 
operation, was associated with absolute coma and hemiplegia, and yet 


1 Die Chirurgische Behandlung von Hirnkrankheiten. Archiv fiir Klinische Chirurgie, Band 36, 
1888, Heft. iv. 
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recovery took place; and Keen’s case, in which the tumor weighed over 
three ounces, may also be cited. 

Another point that comes to notice from a consideration of the cases 
quoted in this paper, is that the operative technique is not a difficult one, 
and that the hemorrhage which occurs from the scalp wound, and from 
the dura or pia mater, though at times troublesome, is easily controlled. 
I beg also to state here a little more particularly, because some confusion 
has occurred from the history of the case that I reported of the removal 
of a large cerebral tumor in the occipital lobe (my first and fatal case, 
and previously alluded to in this paper), that the wound was not closed 
until after all the oozing of blood had been apparently checked by the 
temporary pressure of sponges passed into the cranial cavity, and retained 
there for a short time. The slight weeping of blood that was seen here 
and there over the depressed brain surface, after the final taking away 
of the sponges, was easily controlled by the light pressure of the iodo- 
form gauze tampon resorted to. The hemorrhage that imperilled, or 
contributed probably to the patient’s death, developed itself later. Had 
it been noticed at the time, the expedient which a review of the case 
suggested, of using a clamp for a vessel deep in the cranial tissues, would 
have been employed. Hemorrhage of itself cannot be considered, in 
my opinion, as an objection, or a contraindication to the operation, since 
this can be checked as well in this region as anywhere else. The prin- 
cipal difficulty that stares us in the face, from a surgical standpoint, is 
that these tumors, being often situated some little distance beneath the 
surface, the fact of their being encapsulated or infiltrated, cannot be 
determined until the operative stage has been considerably advanced. 
An encapsulated tumor is justifiable to be removed, no matter what its 
size may be. If one meets a tumor infiltrated into the surrounding 
brain tissues, it goes almost without saying, that we can hardly expect, 
unless it is comparatively small, to remove it satisfactorily without per- 
haps doing irretrievable damage to the surrounding parts, or, possibly, 
without seriously imperilling the patient’s existence, yet I fancy that the 
present case, reported by Dr. Seguin and myself, may be thought worthy 
of imitation in deposits of this kind and of moderate size. In this case, 
it must be admitted that the growth cannot be said to have been at all 
widely removed, and it has been an agreeable surprise to find, so long 
after the operation, no decided evidence of a recurrence of the tumor. 

The statistics which all who are interested in the study of cerebral 
tumors naturally refer to, by reason of their thoroughness, are those of 
Dr. W. Hale White, in Guy’s Hospital Reports.’ I beg, for the sake of 
completeness, to submit a synopsis of this report, although it has been 
partially used by me elsewhere. 


1 Third Series, vol. 28, 1885-86. 
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Out of White’s one hundred cases of autopsies of cerebral tumors, 
forty-five were tubercular, and more than half of these occurred in chil- 
dren under ten years of age; and when found in adults, there was usu- 
ally tubercular disease elsewhere. Like the carcinomatous tumors, five 
in number, all were multiple and secondary. Both these kinds of tumors 
are, therefore, unsuitable for surgical consideration. 

This statement is corroborated by Bergmann chiefly for the reason that 
it is not possible to enucleate tubercular masses in the brain with a sharp 
spoon, as in the bones or skin, and also that the operation itself might favor 
the dissemination of the tubercular process over the brain membranes, 
and give rise, in this way, to tubercular meningitis. The only experience 
so far that we have had in this class of tumors, in respect to their surgi- 
cal behavior, is the cerebellar tumor of Bennett, which not only existed 
primarily but was also easily and completely removed, though a fatal 
result followed the operation. Horsley also removed, with a similar 
bad result, a cerebellar tumor of tubercular charaeter, weighing seven 
drachms, without operative difficulty, but the autopsy showed the other 
statement to be correct, since generalized chronic tubercles were found 
in various viscera of the body. Out of twenty-four gliomata and ten 
sarcomata (the cysts being only four in number and too rare to be 
considered), which tumors alone offer a reason for surgical interference, 
there were only four growths which could have been removed with any 
certainty, two of which were gliomata and situated in the cerebellum. 
Only one of the ten sarcomata was removable. White, moreover, found, 
when considering the question clinically as to how many of these hun- 
dred tumors could have been sufficiently localized as to warrant a surgi- 
cal interference, that three tubercular tumors and four gliomata, one 
sarcoma, two cysts, one myxoma and two of the three doubtful growths 
might have been removed, or, in other words, that about ten per cent. of 
the number might have been operated upon, provided a correct diagnosis 
could have been made. 

The difficulties that attend this branch of surgery must be constantly 
kept in view, not so much in the operative technique as in the possibility 
of not finding the sought-for tumor. I have already reported’ one case, 
in which failure resulted, though the patient lived several months after the 
operation. Another case has been reported by Dr. Graeme Hammond ;? 
a third was operated upon by Dr. Gerster, of New York ; anda fourth by 
Dr. Markoe. The two latter have not yet been published. One in- 
structive point has appeared in connection with the case of my own, 
the first one in this short list of unsuccessful cases, which was, that 
though no tumor was found, not only was recovery prompt from the 
operation, but the patient’s symptoms were materially improved, from 


1 Medical News, March 5, 1887. 2 Medical News, April 23, 1887. 
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the relief of the pressure by the taking away of a goodly portion of 
the skull, for in this case I did not replace the bone, as I did in two 
other instances. This result may afford an additional reason for the 
justification of an exploratory operation, since, if no tumor be found, 
relief to the brain pressure can be at least temporarily obtained. 

This relief of cerebral pressure can, I think, moreover, be properly 
applied in other severer conditions, such as, for instance, progressing 
apoplectic hemorrhage, etc.’ 

Remarks on the Operative Procedures.—While no surgeon can yet be 
said to have had an experience in modern brain surgery sufficient to 
speak dogmatically as to methods of technique, yet the outcome from a 
study of the cases of others, together with the personal care of seven of 
these important cases—three of tumor, three of cerebral abscess and one 
of epilepsy—has caused me to appreciate the value of certain points 
which I now venture to bring forward, some in reiteration, and not of 
my own evolution, and some of novelty. 

The use of a curved flap, both of the scalp and of the dura mater, 
which was suggested by Horsley, is of decided advantage in securing 
protection to the brain after the completion of the operation. But the 
large incision in the skin brings with it an increased annoyance from 
the hemorrhage which often persists from the slipping of ligatures and 
clamps from the dense tissues of the scalp. I had intended, in my next 
case, to transfix the scalp parallel and just exterior to its edge with 
acupressure needles, to secure a clean operative field, but I find that the 
suggestion made to me by Dr. M. A. Starr, of tying a rubber band tightly 
around the head on a line with the occipital protuberance, is of con- 
siderable value. The arterial hemorrhage is thus completely controlled, 
and the remaining venous flow from the vessels going through the skull 
to the cranial sinuses is materially diminished. The expedient of indi- 
cating on the bone itself the site of the trephine centre is also of some 
importance. The careful outlining of the region to be explored on the 


1 As this passes through the printer’s hands, the Lancet of April 7, 1888, reports a case of cerebral 
tumor operated on by Mr. F. A. Heath, in which, though the tumor was not removed on account of 
adhesions to the anterior fossa, the benefit derived from the relief to the pressure effects was most de- 
cided, ‘The patient recovered promptly from the operation, with the formation of a hernial protru- 
sion of the brain under the healed scalp, and shortly afterward regained a considerable power of 
motion in the paretic limbs and remained free from epileptic attacks for over two months and for a 
long time was rid of the headache. He was seen thirteen months after the operation, and, though com- 
pletely blind, could walk about very well. Of late, the headache had returned and the epileptic attacks 
had become more frequent.’’ 

In the same journal is the report of the post-mortem of a tumor situated on the auditory nerve, and 
with it is the comment of Mr. Victor Horsley that it might have been removed by an operation which 
he had recently advocated, of incising the tentorium and ligating, if necessary, the lateral sinus. My 
own observations, recorded elsewhere, have shown that the sinus can be lifted out of the way without 
difficulty, by raising up the dura, and a previous ligation of the longitudinal sinus leads me to believe in 
the possibility of doing the same with the lateral sinus, as indicated by Mr. Horsley. I have exposed acci- 
dentally this latter sinus in several instances and also wounded it without harm. (See ‘Remarks on 
the Surgical Treatment of Brain Suppuration following Ear Disease,’’ Medical Record, April 9, 1887.) 
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shaven scalp is of no avail after this has been lifted away, and the 
plan suggested in the history of the present case answered its purpose 
very well. 

The cranial opening should be a large one. Horsley applies the two 
inch trephine, which I now exhibit, in two places and then cuts away 
the intervening ledge of bone. Lately he has used, as did Graeme 
Hammond, a dental or electrical bone-cutter, which permits greater 
rapidity in work. The enlargement with the rongeur after the removal 
of two or three buttons of bone can, however, be quickly done by a 
muscular surgeon with Luer’s or Robert’s rongeur forceps. Not only is 
a large opening required for the removal of a growth, and they have 
been extracted successfully over four ounces in weight and as large as 
an apple, but it is required for exploratory purposes. It must be re- 
membered that many times the surgical interference is entered upon 
with this view alone, and as the localization cannot always be perfectly 
made out, a considerable portion of the brain should be exposed to pal- 
pation and sight. I said purposely brain and not dura, for I cannot 
but think it a faulty procedure to refrain from opening the dura mater 
after cutting through the skull, and believe that the accuracy obtained 
by lifting up this membrane more than compensates for the supposed 
additional risk. I venture also to condemn or to belittle the practice of 
making a diagnosis of a tumor by penetrating with a needle through 
the unopened dura. Even after the membrane has been cut through, 
the help obtained by such a procedure is, I think, extremely small. A 
tumor too soft to be detected by the finger will not be recognized by 
the needle. Moreover, I can hardly consider the needle a perfectly 
safe instrument to use in the soft tissues of the brain, for in two in- 
stances it has come to my knowledge that a fatal hemorrhage has fol- 
lowed its use. Hence, after the exposure of the brain, if its surface be 
markedly bulging, which is always abnormal, or if by its loss of pulsation 
or by a marked change in color it does not indicate the presence of a 
tumor, solid or fluid, then the surgeon should, by gentle but firm pressure, 
palpate the bared convolutions, and he can even insinuate the pulp of his 
finger under the bony edge of the opening to a short distance with safety. 

I have elsewhere (Medical News, April 16, 1887) stated that in regions 
traversed by important bloodvessels, as, for instance, the longitudinal 
and lateral sinuses, that after the skull above them had been gnawn 
away they can be lifted from their places and drawn aside without 
risk by pulling upon the dural flap, and in this way the median plane 
of the brain or the tentorium could be brought fairly into view. The 
attached base of the flap, I need hardly say, when near a sinus, should 
be toward the bloodvessels. 

The objection that has been raised by Bergmann, and previously 
alluded to, against the attempt to remove large tumors of the brain, 
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because cedema of this organ would rapidly result from the sudden with- 
drawal of pressure, is neutralized by the generally conceded innocuous- 
ness of large cranial openings, whether produced by the surgeon or by 
accident. The permanent loss of protection, more hypothetical than 
real, that follows the taking away of a large portion of bone is, how- 
ever, met by the replacement, at the termination of the operation, of the 
fragments of bone, which procedure was first taught us by MacEwen, of 
Glasgow, and which has been followed with only very moderate success 
by Horsley. ‘ 

This end is much more satisfactorily accomplished by carefully pre- 
serving the disks of bone, removed by the trephine, in towels or cloths 
wet with an antiseptic solution of carbolic acid, 1:60, and kept warm 
during the operation by immersing the vessel containing them in warm 
water. They can, after the dura mater has been closed at the comple- 
tion of the operation by sutures, be replaced and any gaps between them 
can be filled by the chopped-up fragments that may have been produced 
by the rongeur or chisel in further augmenting the size of the cranial 
aperture. In this way I have, in one of two instances, replaced two 
buttons of a one inch trephine, and in the other, three buttons of the 
same size, and accomplished an almost complete bony closure of very 
large openings. In neither instance has any necrosis followed. 

I had conceived myself original in this application, but have learned 
to appreciate more than ever the truth of the old adage, that “there is 
nothing new under the sun,” since it has been brought to my attention 
that Clarke, of Glasgow, employed the same method in 1886. Its merit 
and ease of application, however, I must insist upon. 

Hemorrhage. Hemorrhage from the bone itself may be troublesome 
and require the ordinary methods of pressure, or of plugging or, better 
still, of crushing the edges of the opening by blunt forceps to control it. 
Bleeding from vessels of the dura mater, for instance from the branches 
of the middle meningeal, may be controlled by catching them up with 
a tenaculum and tying the included vessels and membrane, a plan which 
was carried out in the case already presented. If the bleeding comes 
when the dura is divided, the open vessel can be caught with the cut 
edge of the dura, with the ordinary artery clamp and secured by a liga- 
ture. Vessels of the pia mater are easily torn and are oftentimes 
troublesome to secure, tearing readily under the traction of the forceps, 
even though delicately held. It is better to secure them by means of 
the tenaculum, and to tie the ligature with equal traction of its ends. 
If one is careful to incise or tear the pia where no vessels are to be 
seen, one can lift this membrane from the convolutions, and in this way 
obtain a clear field for further operative work. Any vessel of size in 
the brain substance itself or in the depths of the convolutions should 
be seized and secured, however far in it may be. The ligature may not, 
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however, always be practicable. In my first case of cerebral tumor, in 
which the hemorrhage, which recurred after being checked at first by 
pressure, was probably from a branch of the posterior cerebral artery, 
it would have been difficult, if not impossible, to place a ligature on it. 
It could, however, have been controlled by the use of a clamp which 
might have been left to project through an opening in the flap for a 
period of from twenty-four to forty-eight hours, and then safely dis- 
engaged. 

For the removal of the tumor, it is often necessary to cut through a 
certain thickness of brain tissue. This is also the rule, I may state, in 
connection with cerebral abscess. In several of the cases, however, the 
tumor was superficial and presented itself to view upon the raising of 
the dural flap. When the tumor is not strictly superficial, it can, after 
being recognized by palpation, be reached by an incision, or by gently 
tearing through the cerebral tissue by means of the end of the finger or 
by a director. The handle of a spoon will serve then very satisfactorily 
to aid in its extraction, though my last experience with the use of Volk- 
mann’s blunted spoon, which was guided by the finger introduced to the 
tumor, was a very happy one. However, in using such a shaped instru- 
ment, the edges should be carefully rounded. 

Drainage and closure of the wound. Drainage of a wound made in 
the extraction of a cerebral tumor is just as important as in any other 
wound. It has long been a recognized fact after injuries, but only re- 
cently, however, after the extraction of tumors, that the cavity left in the 
brain does not leave a permanent gap with vertical sides, but, as Horsley 
states, the floor of the pit bulges up in a very short time, even almost to 
a level with the surrounding cortex. In addition, the cut edges become 
slightly everted, and if less brain than bone is removed, they are extruded 
into the opening of the skull. After having ascertained that all hemor- 
rhage is checked, and nothing but pressure and the ligature or the 
clamp should be used to accomplish this, the drainage is provided for 
best, in the use of a small, duly perforated rubber tube. This should 
emerge at the most dependent position of the wound and should 
reach the bottom of the cerebral cavity. It should be removed, accord- 
ing to Horsely, in twenty-four hours. But I have thought, as in 
operations elsewhere, that there is a little less risk of infection to the 
favorably progressing wound by the process of dressing, if the removal 
of this tube is left to the end of the second or third day. Especially do 
I so act in a case which is progressing favorably. The raised flap of dura 
mater is, after the insertion of the drainage tube, replaced and sewn 
together with fine catgut sutures. I have omitted to state that in cut- 
ting this flap it is well to keep from one-eighth (Horsley) to one-fourth 
of an inch, and preferably the latter distance, from the opening of the 
bone, otherwise there will be difficulty in applying the sutures when this 
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replacement is desired. The disks of bone and bone fragments are now 
put in situ, the wound finally bathed with the antiseptic solution and a 
few strands of horsehair or catgut placed among the bone fragments to 
emerge alongside the drainage tube, and then the flaps of scalp, after 
having first taken off the rubber hemostatic bandage encircling the 
head and securing whatever vessels may now bleed, is likewise replaced 
and duly sutured with catgut. Over all this a sublimate antiseptic 
dressing should be applied with iodoform dusted over the layer resting 
upon the wound. Finally, it is better to keep the head somewhat 
elevated for a few hours after the operation, which latter, it is need- 
less to state, should be accomplished under the strictest antiseptic pre- 
cautions throughout, even, to my mind, resorting to the protection of 
the spray, the efficacy of which cannot be doubted while its inconve- 
niences must be admitted. 


SOME REMARKS ON TONGUE CANCER, AND THE CHIEF 
OPERATIONS FOR ITS REMOVAL. 


By W.H. A. Jacosson, M.A., M.B., M.Cu. Oxon., F.R.CS., 
ASSISTANT SURGEON TO GUY'S HOSPITAL; SURGEON TO ROYAL HOSPITAL FOR 
CHILDREN AND WOMEN, LONDON, 


Wiru reference to two or three very practical points which rise up 
with every case of tongue cancer, it must be remembered that this is a 
form of cancer which is very frequent and is increasing in frequency ;' 
one which attacks all ranks of life, which, after its early stages, is espe- 
cially malignant,’ and one in which, finally, an operation seems to be as 
much dreaded and deferred by men, as one for carcinoma mamme is by 


women. 

A Pre-cancerovus StaGe.’—However tongue cancer begins, it passes 
through a pre-cancerous stage—i. e., a stage (the duration of which is 
unknown and varies extremely) in which inflammatory changes only 
are present, any ulcerative and other changes in the epithelium which 
may be present not amounting, as yet, to epithelioma, but on which 
epithelioma inevitably supervenes. The boundary line between this 


! Amongst common cancers—e. g., of breast, rectum, uterus, etc., cancer of the tongue stands about 
third, although so rare in women. Mr. Barker, in his carefully worked out article on Diseases of the 
Tongue (System of Surgery, vol. ii. pp. 57, 78), gives a series of tables showing that in the last 
thirty years there has been a steady increase from 2.6 to 11.5 per cent. 

2 This is shown in the following facts: (a) The rapidity here is quite different from other epithe- 
liomata Epithelioma, usually thought a slow cancer, here, in a moist warm cavity, much irritated, 
and never dry and warty, is terribly rapid. (6) Gland invasion is here not only certain, but inevitably 
early as well, 

3’ Mr. Hutchinson thus named this stage and pointed out its importance. 
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pre-cancerous stage and cancer is extremely narrow ; the duration of this 
stage may be, and often is, extremely brief. 

Aids in recognizing this stage are: (1) the duration of the ulcer; 
(2) its obstinacy to treatment; (3) the age of the patient; (4) absence 
of any duration or fixity; (5) careful scraping of surface of sore and 
microscopic examination.’ 

In doubtful cases, after cleaning the surface, we should scrape lightly 
with a spatula or blunt knife and examine the result microscopically. 
In a sore not yet epitheliomatous, the epithelium is still regular, 
squamous, flattened, the nuclei small and single. In an ulcer becoming 
epitheliomatous, the cells are no longer regular, but variable in shape 
and size, oval caudate instead of square, with nuclei large and multiple. 
Not infrequently cell nests or fragments of cell nests may be found. 

Questions ARISING BEFORE OPERATION.—The operating surgeon 
will often be called upon to give an answer to the two following ques- 
tions: (A) Will the disease be permanently cured? (B) If a permanent 
cure is impossible, will life be bettered and prolonged ? 

(A) Will the disease be permanently cured? Really permanent cures 
are, as yet, too few—ten per cent. of cases operated on according to 
Barker,’ or thirteen per cent. according to Butlin’—to afford a satisfac- 
tory reply. 

The explanation of this is not altogether to the credit of our profes- 
sion. Patients and we alike are too often both to blame. The gravity 
of the disease is overlooked, the time of the pre-cancerous stage is lost. 
Because tongue cancer is so often preceded by syphilis or local irritation, 
the practitioner diagnosticates the one or the other and suggests it as 
the essential part of the mischief. “Give drugs another chance ”—e. g., . 
potassium iodide, potassium chlorate, mercury, caustics. To these there 
are, in nearly every case, the strongest objections in the pre-cancerous 
stage. ‘Time is lost, strength is lost and the patient is lulled and be- 
fooled, while all the time the vascularity and irritation around the ulcer 
are increased. Furthermore, the patient is in part responsible for the 
delay, as he very naturally dreads the operation, exaggerating its 
danger, painfulness and the supposed inevitable loss of speech. These 
delays lead to “ cultivation of cancer” and to miserable deaths. 

We shall never be able to combat successfully these causes of delay 
until (1) the importance and value of the pre-cancerous stage are recog- 
nized. (2) Getting cases of tongue cancer early,‘ we are enabled to 


1 Butlin (Sarcoma and Carcinoma, p. 154, Plate IV., Figs. 1,2 and 3). The use of cocaine will, 
nowadays, facilitate the above examination. 

2 Loc, cit., p. 604. 

® Diseases of the Tongue, p. 295. Mr. Butlin’s percentage is calculated from seventy cases. He is 
inclined to doubt whether a larger number of cases would afford so good a percentage of recoveries. 

4 If ulceration has been persistent fur longer than three months, permanent recovery is very doubtful 
If it has persisted for over six months, if more than one-third of the tongue is invaded, if the floor of 
the mouth is involved, permauent recovery is well nigh certainly hupeless. 

VOL, 96, NO. 3.—SEPTEMBER, 1888, 16 
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assure the patient that removal of one-half of the tongue will be suffi- 
cient, and that the other half can be safely and usefully spared to him. 
It has been denied by some that leaving half the tongue is attended by 
any good result. From an experience of twenty-two cases of removal 
of the tongue, I am able to say positively that a patient, in whom the 
tongue has been split longitudinally and half removed, has, in the half 
which is left, a member which most usefully represents the tongue, and 
over which the patient has, in spite of what is said to the contrary, most 
serviceable control.’ 

(B) If a permanent cure is impossible, will life be bettered and pro- 
longed? Cases which are not operated upon die within eighteen 
months, many in twelve months. An operation wisely planned and well 
carried out often gives a gain of six or eight months. This is a gain 
not only of time, but also of comfort. Death by glandular recurrence 
in the neck is less painful and noisome than death by mouth cancer. 
No one who has seen much of tongue cancer will have any difficulty 
in answering the question: which of the two is the more painful to the 
patient and distressing to those around him, tongue cancer, with its 
horrible fetor, profuse and foul salivation, its agonizing pain, its racking 
earache; or recurrence in the cervical glands, an alternative in which 
the patient is often able to work up to near the last and, until toward 
the close, is free from the agonizing tenderness, the stinking fetor, the 
dribbling of foul saliva and the slow starvation day by day of tongue 
cancer. When an operation is certainly attended with risk, the patient 
in facing it may be relieved by the assurance that a life prolonged in 
hideous misery and constant agony is worse than death following close 
upon an operation. 

“ When a man has only, suppose, two or three years to live, it is no 
small advantage if at least half the time can be spent in comfort rather 
than misery, and in profitable work rather than in painful idleness” 
(Paget). If a patient cannot make up his mind to an operation and is 
losing precious time, he should be warned, without being unduly fright- 
ened, of the state of things which will inevitably follow, alluded to a 
few lines above. Usually as soon as this sets in, as soon as the condi- 
tion of the tongue renders him a nuisance to himself and others, with 
the disgusting fetor, the constant dribbling of foul saliva which cannot 
be swallowed, the weary aching day and night lit up into agonizing 
flashes when the parts are touched or moved, the patient becomes willing 
to run any risk. But too often by this time not only are the glands 
already enlarged, but the mischief has reached the floor of the mouth 
or the alveolar mucous membrane by extension, though not yet, perhaps, 
with ulceration. 


1 In a patient from whom I removed half the tongue two and one-half years ago, the hypertrophy 
of the remaining half is very marked and the speech excellent. 
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Operations.—The following four will be considered here as giving a 
choice which will meet all cases, viz.: 1. Whitehead’s. 2. Symes’s. 3. 
Kocher’s. 4. Ecraseur. 

With these certain aids—e. g., slitting the cheek, preliminary laryn- 
gotomy and ligature of the linguals, will also be considered. One or 
two other methods will then be briefly alluded to. 

While the above operations, and I allude especially to the first three, 
give a choice which will enable the surgeon to meet any case of tongue 
cancer, whichever is chosen must be completely carried out ; “ niggling ” 
operations lead inevitably to return and accelerated growth in the 
tongue itself. 


1. WarveEHEAD’s METHOD. 


The advantages of this are very great. They are: 

A. The transverse section of the body of the tongue can be placed 
deliberately well behind the growth. However far behind the growth 
the loop of the écraseur is placed before the operation and however 
securely it seems to be retained in situ by large curved needles, as the 
loop is tightened, owing to the enormous strain which is gradually 
applied, the needles and the loop are forced forward nearer and nearer 
to the growth. Now the neighborhood of this is all ready to become 
the seat of malignancy. All around the growth the epithelial columns 
are ready to dip down into the vascular connective tissue beneath, on 
which, in health, they never encroach. Again, the parts around are 
loaded with inflammatory cells, soft and vascular, If, as is very likely, 
owing to the tremendous tension to which it is submitted, especially 
when the parts are very soft, the loop comes crushing into this neigh- 
borhood and makes the section here, the indipping processes, which 
extend for some distance around the actual epithelioma, may, owing to 
the vascularity and inflammation consequent on the operation, break 
out into speedy recurrence. Again, the insertion of the needles, which 
are intended to keep the loop well behind the growth, is not always an 
easy matter, especially if the growth is far back and if the front teeth 
are well developed, whilst the molars and premolars are too deficient to 
allow of wide opening of the mouth with a gag. 

B. The resulting wound is very clean, there being very little lacera- 
tion and no charring. The slight decomposition which may take place 
from an extensive operation, even with scissors, is readily checked by 
the use of iodoform and ether. The advantage of this, in saving a 
patient whose vitality is already lowered from the depressing effects of 
being liable for days to breathe and swallow with a fetid sore in his 
mouth, in securing rapid granulation and healing and thus enabling 
the patient to be early propped up and soon to leave his bed, must be 
obvious to every surgeon who knows how great the risk is of fatal septic 
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bronchitis in these cases. For the same reason secondary hemorrhage 
is unknown. 

C. The instruments required are extremely simple and few, as will be 
seen from the account of the operation. 

The Operation. It is most essential that the anesthetic should be in 
the hands of a man who can be thoroughly trusted. It is often taken 
badly in these cases, with much dyspneea and restlessness at first and 
during the operation ; owing to the open mouth admitting much air and 
the fear of interfering with the operation, the patient often “ comes to.” 
The only thing is to get the patient well under at first; later on 
it will be well not to keep him too much under the influence of the 
anesthetic, in order that, the sensibility of the larynx being retained, the 
blood may not enter the air-passages. The administrator must watch the 
tint of the lips, the condition of the veins in the cheeks, and should know 
when a little blood is only safely, though noisily, bubbling at the back 
of the fauces and when it is getting into the trachea. I look upon the 
administrator of anesthetics, in these cases, as quite as important as the 
operator. Two reliable assistants who understand the steps of the opera- 
tion are needed, one to take the gag in charge and to sponge when 
needed and the other to hook back the corner of the mouth with two 
fingers while he is ready to sponge and thus, with the position of the 
head over to this side, with the aid of deft sponging, enable the blood 
to escape freely from the wound into the cheek and out of the mouth. 
Two nurses should be ready to supply sponges; these being absolutely 
clean, soft and thoroughly wrung out of iced Condy’s fluid and firmly 
secured on holders. The following instruments should be close to the 
operator’s right hand: scissors, a pair of torsion forceps and Spencer 
Wells’s forceps, a needle in handle, threaded with stout silk and one or 
two medium-sized ligatures of carbolized silk.’ 

A good light is absolutely essential ; daylight, with the operator close 
toa window, being the best. If it is needful to operate when this cannot 
be obtained, as in a succession of foggy November afternoons, a good 
lamp light concentrated by a laryngeal mirror will be useful. In making 
arrangements for a good light, the surgeon will remember that, while the 
removal itself takes but a short time, getting the patient under the 
anesthetic and keeping him under its influence often render the opera- 
tion much prolonged. It may not be superfluous to add here that this 
is an operation which calls for coolness and decision on the part of the 
operator and for promptness with their help on the part of all those 
who assist. No crowding on the operator, no obstruction to the light 
by bystanders should be permitted for a moment. 

1 Mr. Whitehead, hearing that I had twice operated by his method, in 1881, kindly sent me a pair of 


his scissors. They are rather longer than the ordinary scissors, perfectly flat, very sharp up to the 
tips, which are square and blunted. 
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Preliminary laryngotomy. The question of the advisability of this 
operation now arises. It forms no part of a “ Whitehead” proper. 
The operator who introduced the scissors-method, and whose success 
with it is so well known, never, I believe, uses a preliminary laryn- 
gotomy. In my first six cases I followed him closely. In the later 
sixteen I performed laryngotomy on several occasions, though I fear 
Mr. Whitehead will consider this admission on my part as a sign of 
“falling away.” With a wider experience, I am led to think very 
lightly of this preliminary step, and of the plugging at the back of the 
mouth, which it renders safe; and I do so for this reason: with the 
fauces plugged and the patient breathing through a laryngotomy canula, 
the surgeon can neglect the hemorrhage more, can operate more deliber- 
ately and thus (and this is the value of this preliminary step in my 
mind), at every step of the operation, can have the parts more thoroughly 
sponged dry and thus be enabled throughout to keep more surely 
wide of the disease. In other words, I do not dread the hemorrhage 
which accompanies a scissors-operation for itself, but because it is liable, 
in spite of careful, prompt sponging, to obscure the field and thus lead 
to cutting dangerously near the growth, a danger especially likely to 
happen if the hemorrhage is at all free, if the parts cut are very much 
softened and if the patient is not taking the anesthetic well. 

For these reasons I am inclined to recommend a preliminary laryn- 
gotomy, with plugging of the fauces in these cases: 1. When a surgeon 
who values Whitehead’s operation is doubtful as to his means of meeting 
hemorrhage. 2. When the growth extends beyond the middle of the 
tongue into the posterior third. 3. When the floor of the mouth is at 
all involved. In growths limited to the anterior half of the tongue, 
unless there is much fixity, laryngotomy is not needed, for, as will be 
subsequently seen, sufficient of the tongue in such cases, after very little 
use of the scissors, comes right out of the mouth. 

If it is decided to perform laryngotomy, this operation is done and a 
soft clean sponge, dusted with iodoform, is tied with silk into appro- 
priate size and fixed at the back of the fauces, the silk being brought 
out of the mouth and held by a finger of the assistant who has charge 
of the gag. This sponge must be pressed well back and care taken 
that it does not draw back and down the base of the tongue, or it may 
cause some difficulty in securing the linguals when the transverse section 
of the tongue is made far back. The anesthetic is now given through 
the tube, an additional advantage brought about by the laryngotomy, as 
the administration of the anesthetic does not interfere with the field of 
operation. So very little sloughing and swelling of parts follow on Mr. 
Whitehead’s operation that the laryngotomy tube may be removed as 
soon as the patient is back in bed and has “come to” comfortably. 

Whether laryngotomy is performed or not, the patient, being propped 
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up, is brought quite to that side of the table on which the surgeon 
stands. A gag’ is placed on the side of the mouth opposite to the 
growth and the mouth widely opened. The tongue is then transfixed 
on the diseased side, well back in its anterior third, with a needle in a 
handle loaded with stout silk; this is looped and knotted and the tongue 
thus well drawn out of the mouth. The surgeon then, with a sharp- 
pointed bistoury, splits the tongue longitudinally along the raphe to a 
point thoroughly well behind the growth. This is another departure 
from a strictly performed “ Whitehead,” but it has the following advan- 
tages, while it causes no troublesome hemorrhage if the blade be kept in 
the middle line: 1. If the whole tongue is to be removed, it places the 
hemorrhage much more under the control of the surgeon, as he can deal 
with each half separately and with one lingual securely at atime. 2. 
It enables the surgeon to leave half the tongue if he finds it safe to do 
so. It has been said that leaving half the tongue is useless, the part left 
being but little under the patient’s control. I am of an opinion eutirely 
different. In cases in which I have been able, after splitting the tongue, to 
leave half of it, the part was most useful both in speaking and swallowing, 
etc.,” and I am, further, most strongly of opinion that if patients could 
be assured that only half of the tongue would be removed, they would 
submit much more readily to an operation they dread so peculiarly and 
to the grievous putting off of which is due the very small percentage of 
permanent cures. 

The tongue having been split and the diseased half drawn well out of 
the mouth, the surgeon next divides with scissors the mucous membrane 
between the tongue and the alveolar process, keeping close to the bone, 
so as to be wide of the disease. The anterior pillar of the fauces is 
next divided. While the above steps are taken, the two assistants 
sedulously sponge away any hemorrhage into the hollow of the cheek 
and out of the mouth, the cheek being retracted as already directed. 
Careful sponging and sponge pressure on bleeding points are most essential 
if the surgeon is to cut wide of the disease. 

If the disease has implicated the frenum and its vicinity, two or three 
of the lower incisions should be made, so that the scissors may be intro- 
duced on a level with the disease. If this is not done, the scissors have 
to be dipped in over the teeth in an awkward way and one which, as 
soon as the bleeding occurs, makes it impossible to be sure of getting 
below the disease. The scissors can be introduced with much greater 
facility and used to much better purpose, if a gap is made in the teeth ; 


1 Of these I prefer Krohne & Seseman’s modification of Mason’s gag, as the best all ‘round instru- 
ments, It was first brought to my notice by Dr. Hewitt, who has found it the readiest and most efficient 
in case of need in the administration of anesthetics. Mr. Gowan’s gag is also a good one, but I have 
found it slip occasionally in spite of its ingenious mechanism. We still need a gag suited to edentulous 
jaws. 

2 See foot note 4 on page 233. 
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these can be kept and fitted to a plate later on by a dentist. When 
half of the tongue has been freed all round, the muscles between it and 
the floor of the mouth are cut through with a series of short snips, until 
the diseased half is separated on the level of the lower part of the jaw, 
as far back as is needful. During this stage, oozing will take place and 
one or two small arteries will jet with varying freedom in different cases, 
but these will yield to pulling steadily on the tongue and to firmly 
applied sponge pressure. 

The tongue having been freed horizontally up to a point well behind 
the disease, the transverse section is now made, and here I have found 
the following precautions useful. Instead of cutting straight across the 
half and trusting to being able to rescue the lingual on the face of the 
stump, a step by no means always easy of accomplishment, owing to the 
artery being often at once obscured by a small pool of blood and to the 
not infrequent softness of the tissues in these cases, I cut a deep groove 
through the tough mucous membrane of the tongue and tear through 
the softer muscular tissue with the closed scissors or a steel director, until 
the lingual nerve and artery are seen ; then, having applied a long-bladed 
pair of torsion forceps to the remaining tissues, cut away the half of the 
tongue in front of the forceps and then twist or tie the lingual artery 
which has thus been secured.’ 

If it be needful, the surgeon then proceeds to deal with the other half 
of the tongue, a step which is much facilitated by the room given for 
manipulation by the removal of the first part. 

Slitting the cheek. This stepis an excellent one. It may be made use 
of in cases in which the disease is situated very far back, extending close 
to or on the anterior pillar of the fauces, in which the hemorrhage is 
expected to be especially free, in which the light is unavoidably very bad 
or in which there is unusual difficulty in getting the jaws well apart. 
The cheek is slit as far back as the anterior border of the masseter, the 
facial artery and other small branches being secured at once. The parts 
require most careful adjusting afterward, especially at the corner of the 
mouth, where, from the dribbling of saliva, primary and exact union is 
not always secured. 

Preliminary ligature of the linguals. This step has been very largely 
practised by Dr. P. Billroth.? Unfortunately, he expresses no opinion 
as to its value. He states that he ligatured the artery twenty-seven 
times (apparently in all as a preliminary step), but only adds that no 
secondary hemorrhage ever followed and that the wound always healed 
satisfactorily. 


1 If any difficulty occur in dealing with a divided lingual, especially if the tongue has been divided 
far back, a suggestion of Mr. Heath’s will be found most useful, viz., to hook one or two fingers into 
the pharynx over the stump of the tongue and to draw this forward, thus at once arresting the hemor- 
rhage by pressure and bringing into view the bleeding point. 

2 Clinical Surgery, Syd. Soc. translation by Mr. Dert, p. 113. 
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Dr. Shepherd, of Montreal, has recorded’ three cases in which he tied 
both linguals previously to excision of the tongue, which operation was 
bloodless. 

I have never taken this precaution myself and I do not recommend it 
for the following reasons: (1) In three cases in which I know of this 
precaution having been taken, the hemorrhage was as free as in the 
usual operation with scissors performed without any such preliminary.’ 
(2) I think that an experience derived from operations in twenty-two 
cases justifies me in saying that if the operation with the scissors be per- 
formed with attention to the details given above, the hemorrhage is not 
so difficult to deal with as to require this precaution.’ (3) The ligature 
of both linguals is by no means an operation that can be done quickly 
and is one that requires a good light. It may thus take up a good deal of 
the time required for dealing with the disease of the tongue itself. If it 
be answered that diseased glands can be dealt with at the same time and 
by the same incisions, I must state, in no contradictory spirit, that I am 
of a distinctly contrary opinion. Removal of the epitheliomatous glands 
requires of itself much time and painstaking, lying, as they do, in long 
chains and in relation with most important structures. If they are to 
be removed with that thoroughness which alone justifies any attack on 
them, this should be done with the full allowance of time and the undi- 
vided attention which are given by a separate operation, either before 
or after that on the tongue. 


2. SymgEs’s OPERATION. 


This consists in dividing the symphysis menti and then removing the 
whole tongue and floor of the mouth with knife or scissors, or partly 
with one of these and partly with the écraseur. It is a far more serious* 
operation than the one already described, and often involves prolonged 
after-treatment, owing to the tardy union of the jaw. It should be re- 
served for those cases in which the ulcer involves the floor of the mouth 
or in which, in addition to an ulcer on the side, a hard mass of 
infiltration can be felt in the substance of the organ. When this 
operation is contemplated in an aged or broken-down patient, every 
attempt should be made to improve the general health previously. An 


1 Annals of Surgery, November, 1885. Mr. Treves (Lancet, April 29, 1883) publishes four cases of 
removal of the tongue, in which ligature of the linguals was resorted to. The hemorrhage which fol- 
lowed the operation on the tongue is stated to have been “‘ very insignificant and usually immediately 
arrested by firm pressure with a sponge; it is only far back in the region of the tonsil that any bleeding 
may occur that does not cease almost spontaneously ."’ 

2 The operations were here performed by two of my colleagues, and there could be no doubt that the 
vessels were secured. 

8 In writing this Iam taking it for granted that the surgeon will be aided by helpers as apt and 
ready as I have been fortunate enough to find 

# Lancet, 1858, vol. i. p. 46, and ij. p. 168 See also the account of Dr. Fiddes of his case, Edinb. 
Med. Journ., vol. iv. p. 1092. As a proof of the severity of this operation, both of Professor Symes’s first 
two patients died. 
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anssthetic being given and a preliminary laryngotomy performed, the 
patient’s head and shoulders are raised and the surgeon divides the soft 
parts of the chin as far down as the hyoid bone, if the soft parts in the 
floor of the mouth are much implicated. The vessels being secured, 
the jaw is drilled below the teeth a quarter of an inch on either side of 
the middle line and then sawn through.’ A sponge is now placed at 
the back of the fauces and, the halves of the jaw being forcibly retracted, 
the tongue is well drawn out by a loop of silk, the mucous membrane 
snipped through between the tongue and the alveolar process and the 
anterior pillar cut through. The genio-hyo-glossi and genio-hyoids are 
next divided,’ and the tissues in the floor of the mouth separated as 
deeply as necessary with the scissors or blunt-pointed bistoury aided by 
the finger, partly by cutting, partly by tearing, any vessels that require 
it being tied or twisted. The tongue being thus freed laterally and 
below as far back as is needful, the transverse section is made one-half 
at a time, with the precaution already recommended. 

The floor is now carefully inspected and any suspicious patches or 
enlarged glands most carefully removed. In raising the former before 
using the scissors, a tenaculum is often very useful. If it be preferred, 
though I in no way recommend it, as soon as the attachments of the 
tongue to the floor and sides of the mouth are sufficiently divided, the 
transverse section can be made with an écraseur, the loop of which is 
slipped over the tongue and kept in position by two curved needles. 

The two halves of the jaw can then be wired, but to promote speedy 
union a cap of vulcanite or silver had best be fitted on to prevent dis- 
placement of the fragments. A drainage tube should be brought 
through from the mouth to a point just above the hyoid bone, before 
the soft parts are united with sutures. In some cases it may be needful 
to secure the stump of the tongue forward by a loop of silk fastened to 
the cheek by strapping. 


38. KocHeEr’s’ MetHop By LATERAL INFRA-MAXILLARY INCISION. 


This operation, like the last, is a severe one; it also opens up freely the 
connective tissue of the neck. It has the great advantage of enabling 
the surgeon to deal with mischief far back in the tongue and at the 
same time of removing enlarged submaxillary glands. Furthermore, 
it can be performed antiseptically. The mouth being disinfected with 


1 By some it is advised to saw this somewhat angularly instead of vertically, to promote interlocking 
and union of the fragments; as, however, necrosis may follow this as well as the other form of bone- 
section, the longer time that it entails is scarcely worth giving. 

2 If only one-half of the tongue need removal (a rare contingency in cases which call for this opera- 
tion), the complete separation of these muscles and the consequent danger of the falling back of the 
tongue will alike be avoided. 

3 Deut. Zeitsch. f Chir., Bd. xiii, 1880 Mr Barker was the first, I believe, to draw the attention 
of English surgeons to this operation (Diseases of the Tongue. System of Surgery, vol. ii.). 
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1 in 1000 perchloride of mercury solution and a preliminary laryng- 
otomy performed, an incision is made from just below the symphysis 
down to the hyoid bone, following the digastric muscle back to the 
anterior edge of the sterno-mastoid and then up to near the lobule of 
the ear. The flap thus marked out of the platysma and fascie is then 
turned up and the facial artery tied. The submaxillary region is 
then thoroughly cleaned out and the lingual artery secured on the hyo- 
glossus. By cutting through the mylo-hyoid muscle, the cavity is now 
opened into and the tongue brought out through the wound and divided 
as far back as is needful, one-half being removed after splitting the organ, 
or the whole tongue removed, the opposite lingual being tied in the neck 
if needed. 

The large wound is then carefully packed with strips of antiseptic 
gauze, a drainage tube being first inserted. The patient continues to 
breathe through the laryngotomy tube until the wound and mouth are 
quite sweet and thus the risk of septic broncho-pneumonia is lessened. 

If it be desired to conduct the operation as strictly antiseptically as 
possible, before it is begun plugs of salicylic wool must be placed in the 
nose, the cavity of the mouth well washed out with 1: 2000 mercury 
perchloride solution and the spray used at the operation and at each 
dressing. As, however, it is impossible to render aseptic the closely 
contiguous cavities of the posterior nares and pharynx and as the 
patient will require feeding at regular intervals with a nasal tube, the 
writer would prefer to trust to sufficiently frequent changes of the gauze 
with which the wound is plugged, dusting on iodoform and powdered 
boric acid, painting on with a camel’s-hair brush iodoform and ether 
and securing free drainage by a tube which has one end brought out of 
the mouth and the other at the lower and posterior angle of the wound, 
both lodged in aseptic dressings. 


4. THe EcrAsEur. 


This may be used in different ways; the two following are the chief 
ones : 

(1) Through the mouth in combination with scissors, a method used 
by Mr. M. Baker.’ 

(2) By means of a puncture in the submaxillary region or through 
a wound which has to be made here in the removal of enlarged glands. 

If the écraseur has to be made use of, the first method is by far the 
simplest and speediest way of using it. In addition to the instruments 
already given in the description of the operation with scissors, the 
surgeon must be provided with a stout, short écraseur, curved on the 
flat, working smoothly and carrying a strong loop of whip cord.’ 


1 Lancet, April 10, 1880. Dictionary of Surgery, vol. ii. 
2 Not of wire. See the next footnote. 
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The first part of the operation is much like that already given. The 
tongue being well drawn out witha silk loop, the anterior pillar and the 
mucous membrane between the alveolar margin and the tongue being 
cut through, the tongue is then split with a bistoury along the raphé as 
far back as it is needful and its attachments to the floor of the mouth 
partly snipped through with scissors, partly torn with the finger. The 
tongue being now freed sufficiently to make the transverse division, two 
slightly curved needles in handles are made to perforate the tongue a 
full inch behind the posterior limit of the disease and the loop is then 
slipped on and adjusted behind the needles. Before doing this, the 
writer would strongly urge the recommendation already given, that a 
groove be cut with the scissors through the mucous membrane of the 
dorsum and sides of the tongue. This simple step will serve to steady 
the bite of the écraseur and lessen the risk of its gradually coming, 
as it is tightened, dangerously near the growth, and it will also shorten 
the time that the loop takes to effect its work. When first adjusted, 
the écraseur may be worked more quickly, but as soon as real resist- 
ance is felt, the screw must be turned more slowly, a half or three- 
quarters turn being made every minute, or at longer intervals if the 
Joop seems to be cutting too quickly. It should always be remembered 
that if oozing takes place from hurried use of the écraseur, it will be 
for more difficult to arrest on a surface bruised by this instrument than 
on one cleanly cut by scissors.' If the whole tongue is removed, the 
écraseur should always be applied to each half separately. Making the 
transverse section across the whole tongue at once is most tedious, and 
the great strain is likely to be too much for the loop or instrument 
itself. It also causes the constricted tongue to swell into a large livid 
mass which much obstructs the breathing, and, if as is likely, both the 
linguals, which are left to the last, are divided simultaneously, the 
furious spirting of these vessels in two crossing streams is most embar- 
rassing. 

I do not recommend the use of the écraseur for these reasons : 

(1) However well behind the disease the loop is placed (a step by no 
means easy to secure when the disease is situated far back), as it is slowly 
tightened it tends to come forward (even when a groove has been cut 
in the mucous membrane), gradually grinding the needles placed to 
keep it in position and the loop closer and closer upon the diseased 
area; or, if not actually into this, into one from its close contiguity 
ready to take on disease. 


1 Mr. Butlin (Disease of the Tongue, p. 334) gives the following case: ‘‘ The only instance of death 
from hemorrhage in my table occurred in the case of a man whose tongue was removed with a strong 
wire écraseur, which cut through the tissue of the tongue like a knife, much more quickly and cleanly 
than had been intended. There was sume smart hemorrhage at the time, and it was not easy to get 
the man out of the operating theatre alive. The artery was not thoroughly secured, the bleeding 
recurred and the patient sank and died a few hours later. 
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(2) The writer has seen again and again, however carefully the tight- 
ening of the loop has been managed, that this is, finally, not fine enough 
to divide the lingual artery, which is dragged out in the eye of the loop ; 
it has, after all, to be secured by ligature or torsion, often not without 
previous furious bleeding. 

The galvanic écraseur has not been described. I mention it here 
only to condemn it. During the operation the loop may break, or it 
may cut its way too rapidly through softened tissues, especially if the 
heat used is too great. Later on, the patient has still to run the gauntlet 
of the risks of septic lung-trouble and secondary hemorrhage, which 
the use of this treacherous instrument entails. 


AFTER-TREATMENT.—The chief objects here are: (1) To keep the 
wound sweet. (2) To give sufficient food. Several English surgeons 
have lately drawn attention to Kocher’s method already alluded to, of 
packing the wound with antiseptic gauze and bringing a drainage tube 
out into the submaxillary region. Mr. Butlin gives with especial care 
the details with which this method has been employed by Kocher him- 
self, who lost only one patient from the operation in fourteen cases, and 
by Billroth, whose results, published by Wolffler, show the last seven- 
teen cases thus treated all to have been successful. I have not myself 
made use of this method for these reasons: (1) I consider that other 
means, especially that of Whitehead, give as good results and in a way 
more agreeable to the patient, and I may add here that, out of twenty- 
two cases of Whitehead’s operation, I have lost only one from the 
operation.' (2) That this method of packing with gauze does not and 
cannot give absolutely reliable aseptic results. It would, I think, be 
easy to prove this from the constant soaking of saliva and other matters, 
in which this wound differs from others ; but no better proof can be given 
than the fact that a patient in whom Mr. Butlin himself made trial of 
this method died, on the eighth day, of septic pneumonia. 

The treatment I have made use of is as follows: For some days 
before the operation I make the patient practise’ frequently washing out 
his mouth with Condy’s fluid, sitting up, with the head alternately 
dependent on either side. He also gets used to feeding himself with a 
drainage tube attached to a feeder spout, and passed by himself to the 
back of his throat.’ After the operation, the cut surface is brushed over 
with a solution of zinc chloride, gr. x—3 ;* or of iodoform in ether; of the 


1 The patient here was a Jew, prematurely aged, with epithelioma supervening on syphilis, who 
died of broncho-pneumonia on the eighth day. I fear that this was septic, though my colleague, Dr. 
Mahomed, who saw the patient during life and mae the post-mortem examination, was of a different 
opinion, being chiefly influenced by the sweet condition of the mouth. 

2 This gives him something to occupy his mind and cleanses the mouth. 

3 If the patient is at all intelligent, he will do this for himself far more painlessly than an assistant 
can, 

* No stronger solution should be used, for fear of causing cellulitis in the submaxillary regions. 
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two, I prefer the former at this time. Morphia is given as freely as is 
safe, with ice to suck, and, if the patient’s condition is low, milk and 
brandy are administered, either by a soft esophageal tube or by enemata; 
but I have generally found that, after the first six hours, a patient, pre- 
viously practised in the matter, will give himself sufficient food.’ 

After the patient has had his first sleep, the surface is brushed over 
every two or three hours, at first with iodoform and ether, and the patient 
is soon encouraged to sit up and wash out his mouth constantly with 
Condy’s fluid. He should be kept warm and free from draughts and 
either propped up or turned on either side. I try to have my patients 
sit up a little on the second day, if possible, and get them up, when this 
is feasible, into an arm-chair, by the fifth or sixth day. Yolks of eggs, 
arrowroot, soups, pulped vegetables in broths and the like are soon added 
to the milk and brandy. . 

Causes oF FarLureE.—1l. Broncho-pneumonia, pneumonia, abscess 
and gangrene of the lungs. These must be placed first on account of 
their frequency. Septic in their nature and due to the patient’s breathing 
foul gases and drawing down putrid fluids into his lungs, their treatment 
must be preventive, every endeavor being made to keep the mouth sweet 
and to relieve the patient’s breathing, by attention to the details already 
given. 

2. Hemorrhage. This is rarely met with at the time of the operation 
or soon after, if every spirting artery has been properly secured. It 
will also be rarely met with as a secondary complication, if the wound 
has been kept sweet. In cases of bleeding, if the application of a silk 
ligature to the bleeding point, taken up by a Spencer Well’s forceps or 
a tenaculum, is impossible, firm pressure with a sponge on a holder should 
be made use of after all clots have been removed. If the wound is foul, 
it should be cleansed by brushing it over with iodoform and ether or 
with turpentine and should be lightly plugged with strips of gauze wrung 
out of the latter, which is a most powerfully cleansing styptic’ and one 
always to be used in preference to perchloride of iron. If all the above 
fail, either applying and leaving in situa pair of Spencer Wells’s forceps, 
packed around with soft gauze, or ligature of the lingual as far back as 
possible must be resorted to.’ 

3. Cellulitis; erysipelas. 4. Pyemia. 5. Exhaustion, more rarely 
shock. 6. (Edema of the glottis. 7. Suffocation from falling back of 
the tongue. 8. Recurrence. This last and most important cause of 
failure I purpose to consider in another communication. 


1 If this is not the case, a soft tube must be passed. 
2 I have learned the value of this in sloughing wounds from Mr. Banks. Clinical Surgical Notes, 
p. 162, 
3_If the bleeding is of the nature of oozing, one or two injections of ergotin should certainly be used. 
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ASTHMA, 


WITH AN ANALYSIS OF EIGHTY CASES, WITH ESPECIAL REFERENCE TO 
ITS RELATION TO LOCAL DISEASES OF THE UPPER AIR TRACT. 


By F. H. Boswortu, M.D., 
PROFESSOR OF DISEASES OF THE THROAT IN THE BELLEVUE HOSPITAL MEDICAL COLLEGE, 
NEW YORK, 


In reviewing the literature of asthma, at the present day, when our 
knowledge of this disease has become systematized and definite, one is 
particularly struck with the exceedingly vague and indefinite views which 
have prevailed in regard to it up to comparatively recent times, and 
particularly with the curious theories which have been advanced to 
account for the symptoms which characterize it; for, while ancient 
observers could not fail to have their attention prominently attracted to 
it by the peculiar character of its manifestations, yet I find that it is 
rather as a symptom than as a disease, that most writers deal with it. 
Even as late as 1874, we find Bennett’ devoting only a few lines to its 
consideration as a symptom of emphysema and bronchitis, rather than as 
a distinct disease, while Watson, in his classical work on the Practice of 
Physic, although devoting a chapter to the subject, makes the some- 
what naive confession that he has never listened to a case by ausculta- 
tion. As early, however, as 1852, we find careful observers searching 
for some rational explanation of the peculiar symptoms which charac- 
terize this curious affection. As far as we know, Bergson’ was the first 
to make it a distinct disease, although its individuality was denied by 
Rostan® and by Beau.‘ 

The ancients believed the disease to be due to spasmodic contraction 
of the bronchial tubes. This view was, however, controverted by 
Laennec, who cites, as an argument, those cases of asthma in which we 
have puerile breathing over the entire chest, thus showing that the 
capacity of the lungs may be increased during a paroxysm rather than 
diminished. Copeland calls the same cases nervous asthma, while Walshe 
suggests the term hemic asthma. Dr. Bree takes a different view, be- 
lieving the disease due to some specific irritant in the air tubes and 
that the asthmatic paroxysm is an effort to expel these so-called irritating 
humors. 

Beau,° whose treatise has already been referred to, believes that all 
cases develop from a primary bronchitis. 

Todd® regards the disease as humoral, comparing it to gout or rheuma- 


1 Principles and Practice of Medicine, American edition. Philadelphia, 1874. 

2 Recherches sur |’asthme, 1852. 

8 De l'asthme ; Gaz. des hopitaux, No. 31, 1856, 

4 Traité Clinique et pratique de l’auscultation. Paris, 1856. 

5 Arch, Générale, vol. 78, p. 155, 6 Medical Gazette, 1850. - 
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tism, and believes the materies morbi affects the respiratory centre; 
while Budd' divides it into two forms; one depending upon cardiac 
disease, emphysema, etc., the second form due to a spasm of the respira- 
tory muscles. The mere fact that an attack of asthma is always pre- 
ceded by a feeling of a want of air and increased respiratory effort is 
enough to controvert this view. That this view has been held, though, 
for some time, is shown by the fact that so recent an author as Wintrich' 
advances essentially the same idea. 

The first to write a really exhaustive work on asthma was Henry 
Hyde Salter.’ His work has become a standard one, and his views have 
been adopted by most subsequent writers on general medicine. He 
makes the following propositions : 

First. Asthma is essentially, perhaps with the exception of a single 
class of cases, a nervous disease, the nerve centres being the seat of the 
essential pathological condition. Second. The phenomena of asthma, 
distressing sensation and demand for extraordinary respiratory efforts, 
immediately depend upon spasmodic contraction of the cells of unstriped 
muscular fibre in the bronchial tubes. Third. The phenomena are 
excito-motor or reflex actions. Fourth, The extent to which the 
nervous system is involved differs much in different cases, being, in some, 
restricted to the nervous apparatus of the air-passages themselves. 
Fifth. In a large number of cases, the pneumogastric, both gastric and 
pulmonary portions, is the seat of the disease. Sixth. In a large class 
of cases the nervous circuit involves other nerves beside the pneumo- 
gastric. Seventh. There is still another class of cases in which the irri- 
tation is central. Eighth. In a certain proportion of cases the irritation 
is humoral. 

We find here that the bronchial spasm-theory of the ancients was 
fully adopted as the result of large clinical observation and study, and 
maintained by Salter in the several editions of his popular work. This 
theory is the one adopted by Biermer.* 

We see, then, that, according to Salter, asthma is essentially a neurotic 
disease, and this theory, with some modifications, is the one adopted at 
the present day. Dr. Burney Yeo* attempts to draw an analogy between 
the extreme distention of the lungs in asthma and abdominal distention 
in hysteria. This observation is curious perhaps, but scarcely harmon- 
izes with clinical observation. Morton® draws a similar analogy between 
asthma and spasmodic croup. The sudden nightly attacks, with daily 
remissions; a certain periodicity observed in the attacks of both dis- 


1 Med. Chir. Transactions, vol, 23. London, 1840, 

2 Virchow’s Handbuch der Path. und Ther., Bd. y. Ab. 1. 

On Asthma ; Its Pathology and Treatment. London, 1860. 

4 Ueber bronchial Asthma, Sammlung klinische Vortrage, 1875. 
5 London Practitioner, 1881. : 

6 British Medical Journal, January 22, 1877. 
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eases ; a dry first stage and moist second stage; all seem to him to point 
to a certain similarity between the two diseases. Another curious ob- 
servation which he makes is that the tendency to asthma begins at 
about the time when the tendency to spasmodic croup ceases. He be- 
lieves that both croup and asthma are due to disorders of innervation 
of the larynx, on the one hand, and of the bronchial tubes, on the other, 
the immediate cause of the paroxysm being excess of venous blood in the 
medulla. This observation is also incorrect by the decided error in both 
premises. 

In the diligent research after the hidden causes of disease so charac- 
teristic of the present day, Leyden’ claims to have discovered certain 
elements in the sputa of asthmatics, known as “ Leyden’s crystals,” and 
misnamed, for some reason, Charcot’s crystals. 

Ungar, of Bonn, in an investigation of thirty-nine cases of spasmodic 
asthma, as recently as 1882, found these crystals in the sputa, but also 
found that they increased in number the longer the sputa stood, thus, 
to a certain extent, vitiating Leyden’s theory. 

Quite recently, Dr. Pfuhl’ relates the case of a soldier whose sputa 
contained large numbers of the crystals of Leyden, without any evidence 
of asthma. Further, he has examined the sputa in 855 cases of pul- 
monary disease, and has only found the crystals in the one case mentioned 
above. An attack of asthma, as we know, consists in the occurrence 
of more or less well marked symptoms of oppression of breathing, 
with a certain amount of periodicity, coming on suddenly, generally 
at night, and lasting for several hours, the dyspnoea obtaining both 
during inspiration and expiration, while the cessation of the attack is 
accompanied by a more or less profuse serous and sero-mucous expectora- 
tion. This series of phenomena has been explained by the writers 
quoted above on the theory that this dyspneea is due to the contraction 
of certain muscular fibres, which anatomists have demonstrated as ex- 
isting in the bronchial tubes, down to their smallest ramifications. It is 
difficult to understand why the early writers did not vigorously question 
this conclusion as failing to explain rationally the phenomena of a 
paroxysm of asthma. The only explanation of this is that their 
knowledge of pathological processes was unequal to supplying a more 
plausible theory. 

In 1872, however, we find the spasm-theory called in question, and 
what, to my mind, is a far more plausible one advanced by Weber,’ 
who was the first to teach us that the cause of the paroxysm lay in a 
paresis of the vasomotor nerves presiding over the vessels of the bronchial 
mucous membrane. Under the influence of this vasomotor paralysis, 


1 Virchow’s Arch., Bd. 54, 1871. 2 Deutsche med. Zeitung, 1887, No. 76. 
3 Tageblatt der 45te Naturversammlung zu Leipsig, page 159, 1872. 
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there occurs, from some cause, a sudden letting up of the control which 
is exercised over the calibre of the bloodvessels, whereby they become 
distended to such an extent as markedly to interfere with the passage of 
air through the bronchial tubes. This paralytic condition having 
lasted several hours, the membrane maintaining a dry condition, as is 
always the case in the first stage of the inflammatory processes, there fol- 
lows an escape of serum and sero-mucus, thus relieving the engorged 
bloodvessels, which soon regain their normal calibre, coincident with the 
cessation of the paroxysm. We thus have a thoroughly rational and 
plausible theory in explanation of the symptoms of spasmodic asthma. 
As to the causes, however, of the disease, little has been said further than 
the causes already stated, as laid down by Salter. Weber’s paper, how- 
ever, was followed by a series of clinical observations which largely lent 
weight to his theory and also threw much light on the causes of the dis- 
ease. The first observation of note in this connection was that of Vol- 
tolini,’ who reported a case of asthma, due to the existence of nasal 
polypi, as shown by the fact that the asthma promptly disappeared on the 
removal of the nasal growths. This observation was followed by a large 
number of similar reports by Hanisch, Porter, Daly, Todd, Spencer 
and others, as noted by Mackenzie,’ and gave rise to voluminous dis- 
cussions by Shafer, Frinkel Bresgen, Hack and others, not only on 
asthma as a reflex disease due to nasal polypi, but also as due to other 
nasal disorders. 

As before stated, the literature of this subject has assumed large and 
voluminous proportions, but it still inclines itself to the subject of 
asthma as a reflex disease. Now, I do not propose to enter into this sub- 
ject of reflexes, which has always seemed to me as a term oftentimes 
used as a cloak to conceal our ignorance of the direct relation between 
cause and effect, but I am convinced that, in very many instances 
of morbid symptoms occurring as a result of reflex disturbance, we 
can offer a more rational explanation than “ reflex,” in the sense in 
which the term reflex is so often used at the present day. Following 
Voltolini’s observations that nasal polypus was the cause of asthma, and 
intimately connected with the same line of investigation, came the study 
of hay-fever. The first impetus, as I think, to this line of investigation, 
was a paper by Daly.’ 

Up to this date, hay-fever had been regarded as simply a periodical 
coryza or influenza, in which the paroxysms were characterized by the 
same symptoms as are met with in an ordinary cold in the head. Asa 
matter of fact, however, acute rhinitis and an attack of hay-fever differ 
in a marked way, in many respects. This fact was soon recognized, and 


1 Die Anwendung d. Galvanokaustik. Wien, 1872, p. 246, 4th ed. 

2 Diseases of the Throat and Nose. American edition, vol. ii. Philadelphia, 1884, p. 357. 
3 Archives of Laryngology, vol. iii. p. 157. * 
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a new name was given to hay-fever, vasomotor rhinitis. We have, thus, 
suggested a connection between the two diseases, and, as a clinical 
fact, the two diseases are intimately connected ; for, as we know, a large 
number of hay-fever patients suffer from asthma, following soon after 
the onset of their nasal symptoms. A natural division of cases of 
asthma into hay-asthma and perennial asthma is thus made, the one term 
being applied to those cases that are attended with hay-fever, the other 
to those cases in which asthma occurs without reference to seasons and 
without the preceding influenza. The question now arises, What, if any, 
connection exists between the two, or how far are these two diseases one 
and the same; and, again, what is the connection between hay-fever and 
asthma, and are they not, in many respects, the same disease? In a 
paper read before the American Climatological Association, May 28, 
1885, I first advanced the view that hay-fever and perennial asthma 
are virtually one and the same disease, the one being a vasomotor 
rhinitis, the other being a vasomotor bronchitis, the paroxysms being 
excited, in each case, by some peculiar atmospheric condition. The 
atmospheric condition, as we know in hay-fever, is the presence of the 
pollen of flowering plants or some other vegetable emanation ; whereas 
the atmospheric condition in perennial asthma, as we may designate 
those cases of asthma which occur during the whole year and do not 
depend upon hay-fever, is dependent upon some obscure element which 
we are, as yet, unable to trace with the same degree of definiteness as 
we are enabled to trace it in hay-fever. Hay-fever is dependent upon 
three conditions : 

First. A neurotic habit, as was conclusively shown by Beard.’ 

Second. The presence of pollen in the atmosphere, as shown by the 
unrivalled experiment of Blackley.’ 

Third. A disordered condition of the nasal passages, as shown by 
Daly.‘ 

Now, the view that I advocated is that asthma also is dependent on 
three conditions : 

First. A general neurotic condition, as demonstrated by Salter.° 

Second. A diseased condition of the nasal mucous membrane (not the 
bronchial). 

Third. Some obscure condition of the atmosphere exciting the 
paroxysms. 

The view as regards the neurotic condition is generally accepted; 
that as regards the atmospheric condition, I think, is one which 
must be generally accepted by all observers when we consider the 
diurnal and seasonable periodicity of the paroxysms. As regards the 


1 New York Medical Journal, April 24, May 1, 1886. 
* Hay-fever or Summer-catarrh, New York, 1876. 
3 Hay-fever, London, 1873. 4 Loc. cit. 5 Op. cit. 
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nasal condition as a predisposing cause of the attacks, the view is a 
novel one, and, naturally, would be looked upon as the hobby of a 
specialist. In my original paper, I made this assertion, that “a large 
majority, if not all, cases of asthma were dependent upon some obstruc- 
tive lesion in the nasal cavity. This is evidenced by the immediate 
relief from the exacerbation by the use of cocaine in the nose in every 
case in which I have tried it, and, furthermore, by the cure of so many 
cases by the removal of the obstructive lesion in the upper air-passages.” 

This paper was read two years ago. The views there stated I would 
repeat with even more emphasis, for subsequent clinical observation has 
only served to confirm me in my belief of their correctness. That the 
lesion in a paroxysm of asthma is a vasomotor paresis of the blood- 
vessels supplying the bronchial mucous membrane, and not a bronchial 
spasm, I do not discuss, but accepting this theory as the only one which 
can explain the symptoms, the question arises, What is the connection 
between the nasal mucous membrane and that of the bronchial tubes ? 
I have already written’ fully on the subject of the great respiratory func- 
tions of the nasal mucous membrane, and I need not repeat them here 
at length. In brief, the most intricate, the most delicate and most im- 
portant part of the whole respiratory tract lies in the nose, in that mass 
of bloodvessels which we call the turbinated tissues, and which serve to 
supply the inspired air with moisture, by pouring out upon the surface 
of the mucous membrane a large amount of water—sixteen ounces in 
the course of the day—by which the inspired air becomes saturated 
with moisture, this function being necessarily regulated with an extreme 
degree of nicety of adjustment. This establishes, in what way or through 
what nerves or ganglia I do not discuss, but to my mind does unques- 
tionably establish a most intimate connection between the two portions 
of the respiratory tract. The blood supply in the nose being regulated 
by the same vasomotor tract as that which regulates the blood supply of 
the bronchial tubes, a disturbance in one region is liable to be followed by 
a disturbance of the other; a morbid condition in one region renders the 
other especially susceptible to diseased processes. This, briefly, is the 
history of the connection between the two parts. Hence, we see, there- 
fore, how a diseased condition in the nasal cavity may predispose a 
neurotic patient, under favorable atmospheric conditions, to an attack 
of asthma; the same line of reasoning, as will be noted, being followed 
here as in the case of hay-fever. This connection between the two 
regions I have not found alluded to by any writers, and yet I cannot 
but think that Hyde Salter’ must have entertained a somewhat similar 
idea when he says, in speaking of the causation of asthma, that we may 
divide the cases into two classes: First, cases in which the essential cause 


1 Loc. cit. 2 Op. cit., page 81. 
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of disease, “ that which constitutes the individual an asthmatic,” is some 
organic lesion, possibly not appreciable, either in the bronchial tubes or 
some part physiologically connected with the bronchial tubes. Second, 
cases in which the organic lesion does not exist, in which the tendency to 
asthma is due to something from within, not from without, in which the 
cause of disease is a congenital and possibly inherited idiosyncrasy. 
The large clinical observation and study which were the basis of Salter’s 
classical work, could not fail to have impressed upon him that a diseased 
condition of the upper air-passages was prominently active among the 
predisposing causes of asthma. It would seem a rather broad statement to 
make that all cases of asthma find their predisposing cause in intranasal 
disease, and yet I am very confident that it is very largely, if not 
entirely, true. Certainly, in my own observation, I have seen no case 
in which this could not be stated. The question suggested by Macken- 
zie’ here arises, What constitutes a typically healthy nose? Mackenzie 
seems to think that there is a very large difference in individuals, even 
in health, and rather suggests that a typically healthy nasal cavity is 
difficult to find. On the contrary, I think that every nasal cavity 
which shows a departure from the normal type should be regarded as 
in a diseased condition. The true test, however, in these cases is this: 
if we find diseased conditions, the removal of which cures an asthma, my 
proposition, in that individual case, is certainly established. I make 
the general statement that all cases of asthma have intranasal disease, 
without giving definite proportions. This may seem rather broad, when 
we find eminent physicians of the present day, such as Fothergill, 
Flint, Loomis and others, adhering to the old theory of bronchial spasm, 
and not mentioning pathological conditions in the nasal chamber as a 
possible cause of the disease. That my view is by no means entertained 
by laryngologists is shown by the fact that Bocker’ makes the statement 
that asthma is seldom associated with polypi and seldom cured by their 
removal, and that hay-asthma is caused by direct irritation of the 
bronchi, and, further, that, normally, asthma cannot be produced in 
the nose. 

This first assertion of Bécker seems, to me, to be a very grave reflec- 
tion on his skill as an operator. In the Union for Internal Medicine, 
May and July, 1886, Lublinski, Heyman, Bécker and Krause assert 
that, in many cases, asthma is independent of a pathological condition of 
the nasal passages. Schech,* however, states that, in sixty-four per cent. 
of cases of asthma, he found intranasal disease, and further adds that 
there must be associated excessive nervous irritability —in other words, 
the neurotic habit. 


1 Hay-fever, London, 1885, page 25. 
2 Deutsche medicinische Wochenschrift, 1886, Nos. 26 and 27.* 
8 Minch dicinische Woch hrift, 1887, Nos. 40 and 41. 


BOSWORTH, ASTHMA. 253 


In looking over my notes, I find I have recorded histories of eighty 
cases of asthmatics treated during the last five years. Not satisfied 
with the study of these records, and in order to make my investigation 
as thorough as possible, and, at the same time, bring the reports up to 
date, I mailed to each one of these patients, some of whom I had not 
seen for a considerable time, a printed circular, in which I propounded a 
series of questions. These questions I will not recapitulate, as they are 
suggested by the headings in the following analysis of my tables. The 
last question was, “ Please state candidly and without favor what benefit, 
if any, you have received from the treatment, and to what you attribute 
your improvement or cure.” The following analysis sets forth the 
result : 

Total number of cases of asthma. 


Males 
Females. 


Hay asthma 
Males 
Females. 


Perennial asthma 
Males 
Females . 


Perennial Asthma—Family History. 


Clear in 

Neurotic 
Bronchitis and asthma . 
Asthma. 
Asthma and hay fever . 
Bronchitis 


Asthma, bronchitis and neurosis . 
Phthisis 


Hay fever ‘ 
Asthma and neurosis 
Unknown 


Total 


Hay Asthma—Family History. 


Asthma in 

Clear in 

Phthisis and neurosis 

Neurotic : 

Hay fever : 

Asthma and neurosis 
sifu neurosis and hay feve 

Neurosis and hay fever. . 

Unknown é 


Total 


The prominent feature shown here is the large preponderance of cases 
which show a decided neurotic family history ; 25 of the 30 cases of 
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hay-asthma being of inherited neurotic habit, when the history is known, 
while in the perennial form 16 of the 28 cases, in which the history is 
ascertained, show the neurotic tendency. 


Age of first attack. Perennial asthma. Hay asthma. 
Ist ten years of life ‘ 


Over fifty years of age 
From birth : 


34 
24 years. 


Total . 


Average age of first attack 
Oldest case, 72; youngest, congenital. 


@ 


We notice that the tables show that the largest number of cases of 
asthma, in both forms, develop during the third decade of life, while no 
period is notably exempt. This differs from Salter, who states that most 
cases develop during the first decade. 


Climatic Influence on Hay Asthma, 


Greatest relief at high altitude 
“low 

“ sea 

“New York City 
Suffer equally 


“ 
“ 


Unknown 


Total 


Climatic Influence on Perennial Asthma. 


Greatest relief at high altitude 
Suffering more 


Greatest relief at sea 


“ 


Suffering more 
equally everywhere 
Greatest relief at low altitude 
“in New York 
Unknown 


Total 
Combining these two tables in one we find as follows : 


Climatic Influences on the Two Forms of Asthma. 


Better at high altitudes 
“at sea shore 

in city 

Unaffected by locality . 

Irregular 

Effect of locality unknown . 


Total 


| 
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We notice here that whereas in hay fever the seashore affords the 
greatest relief, after asthmatic symptoms set in the same rule applies to 
both forms, and that high altitudes are most beneficial ; and yet I think 
no rule can be formulated for the cases as a class. They are essentially 
fickle, and each one must be advised from personal and individual 
considerations. 

Hay Asthma. 


Nasal symptoms immediately preceding attack, such as 
sneezing with watery discharge from the nose . 
No symptoms preceding attack 


Total 


Perennial Asthma, 


Nasal symptoms preceding attack 
No nasal symptoms preceding attack 
Cutaneous eruption preceding attack 


Total 


This showing, it seems to me, is of the greatest importance, as sus- 
taining the original assertion made in the early portion of the paper. 

It should be mentioned that many patients entirely ignore the nasal 
symptoms, in the larger discomfort arising from the dyspneic attack, and 
only recall them when their attention is turned in that direction. We 
see, then, that, of the 80 cases, the asthmatic attack set in with sneezing, 
etc., in 62. 

The one case in which a cutaneous eruption occurred is interesting 
only with reference to the neurotic explosion. 


Hay Asthma. 


History of previous catarrhal trouble . 
No history of previous catarrhal trouble 


Total 


Perennial Asthma. 


History of previous catarrhal trouble . 
No history of previous catarrhal trouble 


Total 


We see here that, of the 80 cases, 54 give a history of previous 
catarrhal trouble. Yet the testimony of patients in this matter is not to 
be relied upon, as many patients have undoubtedly notable impairment 
of the nasal respiratory function, without being conscious of suffering 
from what they call catarrh. Moreover, in a large proportion of nasal 
disorders, the symptoms are referred, by the individual, to the throat, 
while “ catarrh” is popularly referred to the nose. 


29 
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Intranasal Condition—Hay Asthma. 


Hypertrophic rhinitis . 
and deflected septum 
Polypi and deflected —_— 
Polypi . 
Deflected septum . 
Elongated uvula 


Total 
Intranasal Oondition—Perennial Asthma. 


Hypertrophic rhinitis . 

Nasal polypi. 

Hypertrophic rhinitis and deflected septum 

pi and deflected septum 
eflected septum . 

Adenoid and hypertrophic rhinitis 


Total 
I have never known a case of hay-fever or asthma to occur in other 
than an obstructive lesion of the nose or upper air-passages, as will be 
seen by this table; this was the case in every one of the 80 cases, in- 
cluding the elongated uvula, which became a source of respiratory 
obstruction. 


Treatment— Hay Asthma. 


Hypertrophic rhinitis, treatment by caustics: Cured, 7; improved, 6; un- 
improved, 1. 
Deflected septum, o 2 pnp on by author’s nasal saw: Cured, 8; improved, 6. 


Nasal me a treate by snare, without caustics: Cured, 2; "improved, 1. 
Treatment by snare and septal saw in cases of polypi and deflected septum : 
Cured, 1; improved, 1. 
Cases treated by uvulotomy : Cured, 1. 
Treatment—FPerennial Asthma. 


Hypertrophic rhinitis, treated by caustics: Cured, 8; improved, 5. 

Polypi treated by snare, without caustics: Cured, 15; improved, 3. 

Deflection of septum operated on by author’s nasal saw: Cured, 3; im- 

proved, 4; unimproved, 1. 

Adenoid growths removed by snare: Cured, 2. 

The treatment, as will be seen, has been such as our English friends 
regard as harsh, and in many cases unwarranted. I think it but justice 
to say that, in some cases, patients have been unwilling to continue on 
account of this, and yet, with the use of local anesthesia, these opera- 
tions are not painful; it is the nervous strain on this class of patients 
which has taxed them most severely. That the surgical treatment of 
nasal diseases is fully justified I think the following table amply 
demonstrates : 

Results of Treatment—Hay Asthma. 


Cured 
Improved 
Unimproved . 
Unknown 
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Results of Treatment— Perennial Asthma. 
Cured 


Improved 
Unimproved . 
Unknown 


Total. ; ‘ F . 4 


It is not the province of this article to discuss the general therapeutics 
of asthma, for, in the large majority of these cases, the treatment has 
been purely local, and yet, in many instances, internal medication has 
successfully been resorted to, such as the use of the iodides, zine and bel- 
ladonna, the three remedies on which I have placed the greatest reliance. 

The point to which I desire to give the greatest emphasis is that local 
treatment of the intranasal disease, which I have invariably found in 
these cases, affords us by far the most satisfactory method of controlling 
this distressing and heretofore intractable disease. This seems to be 
particularly true when the case presents itself for treatment before the 
age of twenty. In the above tables, four cases of hay-asthma and seven 
of perennial asthma were under twenty, and all were cured. 

It should be remembered that these cases have all come under the 
observation of a throat specialist, and, hence, a very good reason is im- 
mediately apparent why he should not see cases of asthma not de- 
pendent on nasal disease. This I have endeavored not to disregard in 
what has been written, and yet, if the foregoing statements may seem 
extreme, I can only say that I have endeavored to analyze my cases 
and report the results with fairness and candor. 


PERFORATING ULCERS OF THE FEET, OF AT LEAST TEN 
YEARS’ DURATION, PRECEDING OTHER SYMPTOMS 
OF TABES DORSALIS: 
ASSOCIATED WITH CHARCOT’S JOINT LESION, AND (?) WITH PERFORATING 
ULCER OF THE TONGUE. 


By H. Hanprorp, M.D., M.R.C.P., 


PHYSICIAN TO THE NOTTINGHAM GENERAL HOSPITAL. 


Tue following case is interesting on many grounds. It commenced 
as a typical example of perforating ulcer of the foot; and afterward 
became symmetrical, affecting the soft parts over the metatarso-phalan- 
geal articulations of both great toes. Sensation was not sufficiently 
interfered with to prevent pain on walking being his chief complaint. 
It was the pain that made him beg to have the toe amputated. The 
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ulcers frequently healed after prolonged rest, showing that mechanical 
injury, in addition to altered innervation, was necessary for the continu- 
ance of ulceration. The toes were eventually amputated close to the 
site of ulceration, and yet the healing of the wounds was fairly rapid 
and sound. Though now associated with several symptoms of tabes 
dorsalis, the perforating ulcers existed for six or eight years, at least, 
without any discoverable sign of locomotor ataxia, and even now the 
ataxic symptoms proper are very slight indeed. 

If we accept the positive assurance of the patient that the ulcer of the 
tongue was not preceded by any stage of induration, we must receive it 
as an example of a very rare condition: namely, perforating ulcer of 
the tongue; and, moreover, a perforating ulcer which has healed. 

On the whole, it appears to be a case of tabes dorsalis in which the 
peripheral multiple neuritis, which is almost invariably found at some 
stage, has appeared early, as shown by the ptosis, optic atrophy, joint 
lesion (knee) and perforating ulcers. It is doubtful whether it may not 
be an instance of true tabes dorsalis commencing in a peripheral neuritis, 
as suggested recently by Professor Leyden, and affecting the posterior 
columns of the cord secondarily. In this suggestion I have assumed 
peripheral neuritis to be the most probable cause of the joint lesion as 
well as of the perforating ulcers. In this connection the “ Report of the 
Committee on Joint Disease in Connection with Locomotor Ataxia,” 
published in vol. xx. of the Transactions of the Clinical Society of London, 
is interesting, and especially the case of J. Griffiths related on page 299. 


Case.—W. W., aged forty-one, a bricklayer’s laborer, and formerly 
a laborer at the Gas Works, was admitted into the Nottingham General 
Hospital, under my care, on March 10, 1887, complaining of swelling 
of the left knee. 

He had gonorrheea and a sore on the penis twenty years ago, but does 
not remember having any rash or sore throat. We may take it then, 
that, if he had syphilis, the secondary symptoms were mild. He has had 
no tertiary affection, unless the condition of the tongue to be presently 
described was such. About fifteen years ago, a railway metal crushed 
his right great toe, and burst the skin. The wound soon healed, and 
remained sound for four or five years. After that, a sore appeared on 
the plantar surface of the right great toe opposite the metatarso-phalan- 
geal articulation. In a few months, a similar sore appeared in exactly 
the same position on the left great toe. With rest these sores readily 
healed, but as readily broke out again as soon as he began to walk and 
work. I first saw him in 1879, when he was in the hospital under the 
care of my colleague, Mr. Wright. The ulcers were rounded and deep, 
and a sinus led down to the sesamoid bones which necrosed and eventu- 
ally were exfoliated. The ulcers were surrounded by a zone of very 
greatly indurated and thickened epithelium. The patient was anxious 
to have his toes amputated, but eventually the ulcers healed, as they 
had done before. At this time there were no symptoms of tabes. 
After many vicissitudes, he determined to have the left toe off. It was 
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amputated about four years ago, and the wound healed well. For some 
months after that he was able to work as a bricklayer’s laborer, and go 
up a ladder with a load of bricks. There was evidently no ataxia at 
this period. Two years later the right great toe was similarly removed 
at his urgent request, by my colleague, Mr. A. C. Taylor, on account of 
the pain of the ulcer on its under surface. I have no record as to the 
existence or not of any area of anzsthesia, or even of diminished sensi- 
bility, but there is no doubt that on both feet the ulcers were painful 
during walking, and it was because of this pain that he insisted on 
having the toes removed. It is curious that a neuritis sufficient to 
affect gravely the nutrition of the part should not have interfered more 
with sensation. Since he lost both toes he has not been able to work. 


Fie. 1. 


Charcot’s joint lesion affecting the right knee-joint. (From a photograph.) 
The loss of both great toes is shown. 


Eight or nine weeks before his admission into the hospital on the 
present occasion, his right leg became swollen from the knee to the 
ankle, and later the swelling extended up the thigh. It was not due to 
any injury, so far as he is aware. There was much pain in the knee at 
first. Now the swelling of the leg and thigh is gone, as is also the pain; 
but the knee remains much enlarged (Fig. 1). There is no distinct 
fluctuation, but much pulpy swelling, and considerable enlargement of 
the ends of the bones. The internal lateral ligaments have yielded, and 
there is considerable genu valgum on standing, which he can do without 
pain. The movements of flexion and extension are free, and he can 
walk with the aid of a stick. 

There is a large depression about the middle of the left border of the 
tongue. It is quite soft, smooth and soundly healed. He thinks he 
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bit his tongue about a year ago, and that an ulcer followed. He is sure 
it was not preceded by a hard lump. It is doubtful whether this has 
been a gumma or a perforating ulcer. The history and the absence of 
induration and puckering suggest the latter. 

He has some cardiac irregularity on excitement, but no murmur. 
He sleeps moderately well, his speech is very thick, and he complains of 
occasional shooting pains. His sight is fairly good. He has a very 
morose expression, with thick, heavy lips and moderate double ptosis 
(Fig. 2). There is commencing double optic atrophy. His hearing is 


From a photograph ; showing the double ptosis, thick lips and general morose expression. 


good, but taste is somewhat defective, though he can distinguish salt and 
sugar. No affection of the muscular sense could be detected. There is 
complete absence of knee-jerk on the left, but on the right the knee is 
too much swollen for any definite result to be obtained. He cannot 
stand with the eyes closed. He ey | has some difficulty in passing 
water, and occasionally passes it involuntarily. Common sensation 
appears to be blunted, but nowhere lost. With the eyes blindfolded he 
could generally tell when he was touched on the leg with a feather, and 
usually distinguished the proper side, 7. e., right or left; but he was 
very Recenter =e in localizing. Occasionally, after he had been 
touched many times, he quite ceased to be able to tell correctly the spot 
touched; and even continued to feel touches and localize them for a 
minute or two after the experiments had ceased. He could localize 
correctly a touch with the finger at first, and distinguish it from a knife- 
point, but afterward he confused the two. There was no very evident 
delay in the perception of sensations. The sense of contact is less acute 
on the stump of the right toe than on that of the left. Heat and cold 
se only be distinguished in the legs when the water in the test-tube is 
oiling. 

He can place the legs in any position indicated, and also tell in what 

position they have been placed for him. In the upper extremities 


Fia. 2. 
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common sensation is acute as compared with the lower. Sensation to 
pain is moderately good except on the left forefinger, where a pin stuck 
into the skin, so as to stand up, was said to be a touch with a finger. 

He remained in the hospital several months, but the knee did not 
improve much and he went out. After he had begun to go about again 
with the aid of a stick, a fresh typical perforating ulcer, surrounded by 
a zone of thickened epithelium, developed on the under surface of the 
stump of the left great toe (Fig. 3). In a month or two, however, it 
was healed. 


Fia. 3. 


Perforating ulcer on the stump of the left great toe which had been amputated four years 
previously for a perforating ulcer higher up. 


A year later, in March, 1888, he remained in very much the same 
condition. The ulcer remains healed, but he has had a fresh one on the 
upper surface of the stump of the left great toe. This was evidently 
caused by the friction of his slipper and eventually healed. He only 
walks about the house with a stick. The knee remains unaltered, except 
that it gives way more on walking, but it continues painless. The 
tongue has not broken out afresh. He walks without any incodérdina- 
tion of movement; there is no jerking of the limbs or stamping of the 
heels. 
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EXTRAUTERINE PREGNANCY TREATED BY CYSTECTOMY, 
OR CYSTOTOMY WITHOUT EXSECTION, 


WITH SPECIAL REFERENCE TO CASES IN WHICH THE FCTUS IS LIVING 
AND VIABLE. 


By Rosert P. Harris, A.M., M.D., 


OF PHILADELPHIA. 


ReEcENT important changes in the treatment of extrauterine preg- 
nancy, at all periods of development, and the diminished mortality under 
exsection in cases in which the object is to save two lives, have led me 
to take a more hopeful view of the whole subject than I felt warranted 
in taking a year ago, in a paper entitled “ Primary Laparotomy in Cases 
of Extrauterine Pregnancy.” The term primary has been so differ- 
ently applied of late years, that it has ceased to convey to the mind any 
definite meaning, such as it had until quite recently. Laparotomy has 
become of such general use in many countries as a legitimate term, that 
I can see no valid objection to its continuance; but the nomenclature 
has become deranged by the introduction of exsective operations at 
every stage of embryonic and fetal growth, from three weeks to full 
maturity. Thus we have exsection: 1, before rupture, while the embryo 
is presumed to be alive; 2, before the same accident, when the fcetus is 
already dead ; 3, after rupture, when the object is to save the woman 
from bleeding to death; 4, at a later period, when the feetus is alive, 
and is being developed either subperitoneally, or within the abdominal 
cavity; 5, at or near foetal maturity, in the hope of saving both child 
and mother; and 6, when the foetus has been some time dead, to save 
the woman from the fatal effects of septic infection, hectic, peritonitis, 
perforation of hollow viscera, etc. These various operations bear an 
age in the reverse order of their enumeration. 

The oldest exsective operation was simply the enlargement of a fetal 
fistula of the abdominal wall, and the removal of a dead and putrid 
foetus in fragments or entire. The next step in progress was to disregard 
the fistula and make an incision into the cyst directly over some pre- 
senting part of the foetus. This was first done, on August 20, 1595, by 
Jacob Noierus,' in the case of Giralda Tiaca, of Grandiniano, upon 
whom he had, on a former occasion, performed the first-mentioned 
section, she having had two ectopic impregnations within a few years. 

At a much later period, when surgeons became more venturesome, 
the dead foetus was delivered by abdominal section while still unchanged 
by putrefaction, there being no fistula: and, finally, a decidedly more 


1 Jacobus Primerosii ‘* De Mulierum Moi bis,’’ 1655, p. 318. 
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daring step was taken, in the exsection of a living and mature feetus, in 
the year 1813. This latter operation became designated in time, by way 
of distinction, as the primary operation, and the older form, in which the 
foetus is already dead, as the secondary one. When Mr. Tait began to 
exsect Fallopian fcetal cysts after their rupture, he claimed that his opera- 
tion was better entitled to the term primary ; and now we have another 
claimant in Dr. John S. Hawley, of New York,’ who, with several others, 
has exsected a fetal cyst prior to rupture, and calls his a primary 
laparotomy. We have also the same title given by Dr. Francis H. 
Champneys,’ of London, to abdominal section in the latter haif of preg- 
nancy, the child being alive. So, as the term has in a measure lost its 
original signification and now belongs to nothing definite, I must drop 
it for the present, until the nomenclature is settled. In importance, the 
operation designed to save mother and child is certainly primary, and it 
was this which gave the distinctive title originally ; the primitive operation 
is that described by Dr. Hawley as the first in the order of time. 

The tabular record to date shows that the prognostic status of the 
operation has been decidedly improved of late years; as is evinced by 
the fact that four women have been saved under the last ten opera- 
tions. By correspondence, either directly or indirectly with twenty of 
the operators, I am enabled to fill up many points in the tabular matter 
that would otherwise have appeared in blank, as well as to give an esti- 
mate of the conditions of the women when subjected to the use of the 
knife, and to state the causes of their death and of that of the children 
who survived beyond a few hours or days. 

When an extracted ectopic child is well formed, and has lived beyond 
the first month, there is no reason why it should not have the same 
prospect of continuing to live that a normally delivered foetus has, but 
for the fact that it is too frequently motherless, and is often much 
neglected or injudiciously cared for. A fair proportion of ectopic 
foetuses will be found perfect in form, and about one in three extracted 
at full term will present all the signs of physical vigor. Of the thirty 
children in my table, two boys, aged respectively six and eight years, 
are now alive and well; a third boy had an intemperate father, and, 
although hale and strong, was fed into cholera infantum at eighteen 
months ; a fourth child, a female, whose mother survived, died of croup 
at eleven months; a fifth fell a victim to diarrhea at seven months; a 
sixth was alive and well when lost sight of at six months; and a seventh 
died of broncho-pneumonia at the same age. 

The placenta always has been, and is still a subject for anxiety in the 
exsection of a living or dead foetus. What to do with it was for years 


1 New York Medical Journal, June 16, 1888, p. 648. 
2 Transactions Obstetrical Society of London for 1887, p. 456. 
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ABDOMINAL EXSECTION OF THE LIVING 


| 


| 


Oct. 29, 
1887 | 


| 


é | & oD Condition of woman at 
z| Date. Operator. | Locality. |< Fs z Gestation. time of operation. Result to woman 
| 
1) Aug. 29,,Dr Brukert Berlin, 32] 3d. 9 months |Sac ruptured; legs of foetus|Died in hours ; peri- 
1813 | | protruding ; peritonitis. nitis. 
| 
| 
2\ Dec. 7, |Dr. Domenico Novara) Porto Mau- |38) 5th; 9 ** | Pseudo-labor - pains; fever; ;|Died in 33 days from 
1814 | risio, Italy, | | cough, emaciation, abdomi-| slow septic poisoning. 
| | | nal dropsy and cedema of the! 
| extremities. 
3) 1827? |Dr. Matfeld Tubingen, (24) 3d | 9th m'th In pseudo-labor 8 days before Died in 20 days from 
| the ectopic gestation was re-| subacute peritonitis, 
| | | cognized | 
—.. 1,|Dr. Hauff Germany, ?| Ist | 35 weeks Violent labor ; lame ; rapid| Died in 24 hours of in- 
| pulse; much prostrated, | ternal hemorrhage, 
5| is08 [eet Pietro Lazzati | Milan, 2?) 2? | 9months |In extremis; special danger Died in 29 hours; shock 
| | not stated. and exhaustion, 
| | 
6 'Prof. Eugen Keeberlé| Strasbourg, | 9 |Peritonitis; fecal vomiting ‘Died soon after opera- 
| | from intestinal obstruction ; 3, tion ; peritonitis and 
| in extremis. hemorrhage. 
7\April21,/Dr Rob. Greenhalgh} London, 40; 2d; 8s |In extremis ; emaciated ; jaun-| Died in 32 hours from 
| 1864 } | | diced ; edema of lower ex-| collapse. 
| | tremities ; almost constant) 
| vomiting; violent colicky} 
pains. 
E. Paul Sale Aberdeen, 22) Ist | 135, gmail and weak ; «| Died in of septi- 
| 1870 Mississippi, | temperature 97149; rupture, mia, 
| | | of cyst threatened. 
9Oct. 5,|Dr. John Scott London, |23 | 1st | 29 or 30 | Pulse 135; temp. 104.2°; pain; Died in 5 hours of heart- 
| ||. | weeks vomiting; prostration. clot. 
10, Aug. 14,| Mr. T. R. Jessop Leeds, Eng. (26; 2d | 33 or 34 |Prostrated by pain and a 
| 1875 '| | weeks peated attacks of vomiting ; i} 
= pulse feeble and rapid. 
11|Mar. 5,|Prof.O0ttoSpiegelberg| Breslau, 2d | 40 weeks ‘Sac ruptured ; peritonitis; [Died in a few hours; 
| 1877 pulse 148; fecal vomiting| collapse from hemor- 
| | | from intestinal obstruction. | rhage. 
12,May 25,|Dr. Heywood Smith | London, 32) 4th} 9 months |Pulse 100 ; temp. 98.2°; urine! Died in 22 hours ; 
| 1877 | 7 | highly albuminous, | hemorrh 
13|Nov, 5,\Dr. Henry Gervis | London, 39) 9th | 3614 wks. | Vomiting and pain; strength| Died in 56 hours; peri- 
| 187 } } | failing. | tonitis and hemor'ge 
14'Aug. 19,|Dr. Ernst Friinkel | Breslau, 34) 3d | 3314 “ |Pseudo-labor-paius; fever; |Died soon after opera- 
187; | emesis ; rupture ‘of suc | tion; hemorrhage from 
| | | threatened, | separating placenta, 
15| May 29, Prof. Carl Schrider | Berlin, 33) 7th | 34144 “ |General health fair. Died in 36 hours ; fever, 
} 1 | | } | | | | vomiting, meteorism, 
| | exhaustion, 
16|Dec. 19, B. Chris. Vedeler| Christiana, (40, 4th) 35 ‘* (Sac ruptured; peritonitis; [Died the next after- 
| 1879 || affected with gonorrhoeal | noon; peritonitis, 
| endometritis. 
10,|Prof C. C. Th. Litz-| Kiel, 29 2d | 3934 hectic condition ; |Died in 16 da: septi- 
"| 1 mann | | tion of election(?). cemia and hemor- 
age. 
18|Jan, $1,|Mr. Lawson Tait Birmingham, 33 aad 9 months | exhausted from severe oe Died on the 4th day; 
1 | | und loss of rest. “prolonged shock.” 
19| May 11,/Dr. H P.C Wilsor, | Baltimore, 24 4thig “ Pulse 104; temp. 100°, rose to Died in 90 hours; col- 
1880 | | | 130, and 103.6° in 8 hours lapse 
| } after operation. 
20\July 26,|Dr. W. Netzel | Stockholm, (28 3d in 45 hours, ex- 
1880 | | | hausted by hemor’ ge. 
21\July 9,|Prof. Aug. Martin Berlin, 89, 3d |Emaciated ; Recovered. 
1881 | | | by constant pain. 
| | 
22\July 13, 'Dr. Giuseppe Beisone| Buriasco,near 40, lstjio “ No grave symptoms yet de- Died on the 6th day; 
1881 | Pinerolo, It.,| | | } veloped ; pseudo-labor-pains. septicaemia. 
23/Feb. 15, Hildebrandt | Kinigsberg, (26 |Almost moribund from peri- Died on the 10th day ; 
1 | | | tonitis. | slow peritonitis. 
24/Oct. 3,)/Dr. Hildebrandt | Kiuigsberg, 28 7th) 3444 wks. In extremis. po 174% hours; 
1 | collapse. 
25\June 6,|Prof. John Williams | London, 30 2d | 35th wk ‘Thin and anemic; subject to Recovered 
1 Yr | attacks of vomiting and pain 
Pat | with symptoms of peritonitis, 
26\Nov. J. Lazarewitch|) Kharkof, 2d | 9 months/Suffering from violent abdom-| Recovered. 
1 Russsia, | | inal pains; had had perito-| 
| nitis jaundice, 
| 
27\Jan 29,|Prof. A Stadfeldt Copenhagen, 29\ Ist; 9 “ Pulse 110 ; temp. normal, | Died in 38 hours ; prob- 
1 } | | ably hemorrhage. 
28/Oct 19,/Dr. F. H. Champneys| London, 4th | 7th “ Sleep disturbed by abdominal) ‘Died in 114% weeks; 
| pain. | septic intoxication. 
29| Mar. 30,|Dr. Joseph Price, Camden, ‘st! 5th | 744 “ Sac ruptured; peritonitis ; c- in 15 days; hemor- 
1887 | Philadelphia. New Jersey, | greatly emacia rhages. 


| 


10 


16 


AND VIAB1.E EXTRAUTERINE F@TUS. 


No. | 


Lived. 


Died in 50 hours; 


|Died on the second morning ; 


| Lived 6 months; died of bron- 


Lived; female; 


|Alive ; 


| Died in 24 hours. 


| Lived : 


| 


| Died in 48 hours, 


minutes, 
Died in 6 hours. 


|Died the day after the opera- 


|Lived ; male; alive and well 
| Lived 


| Alive ; 


Result to child. 


HARRIS, 


EXTRAUTERINE 
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Remarks. 


References, 


Lived, male, strong, healthy 
at3. weeks ; not mentioned) 
in operator’ ‘saccount of case, 
on = 24, 1817, in Rust’s 

n. 


Lived: cried at once, was a 
large and well-formed fe- 
male. 


lower ex 
tremities deformed. 
Alive, but did not breathe. 


born asphyxiated ; 1714 in. 
long. 
Died in a few minutes. 


cho-pneumonia (Black) 
Died on the second day. 


died at 11 
months of croup. 


ILived 3 months; 
died of inanition. 


heart beat 30 to 40 


hand-fed ; 


alive and well at 6 
months, then lost sight of. 


tion 
Died in 15 minutes. 


Lived, male ; active and well 
at last report. 


Lived 18 months; male; died 
of cholera infantum. 


Alive ; cord pulsated ; did not 
breath e; had a large en- 
cephalocele 
in May, 

asphyxiated beyond 
resuscitation. 

|Died in a few minutes; heart-| 
beat 108 before operation ; H 
head and neck were cede-| 
matous. 

Lived 26 days; wet nursed i| 
had two eclamptic seizures;| 
died of inanition 


a 4 7 months ; died of diar-| 
r 


Died soon after operation ; fe-| 
male, 15 in. long, 2lbs 100z. | | 

Died in 4 hours; female ; ac-| 
tive at delivery. 


Lived 19 days; died of an 
abscess of abdominal wall 
near the umbilicus, | 


Operation by long incision ; intestines could not 
be replaced until evening of second day ; in- 
cision 9 inches, 


Placenta left in situ; cord li 
ing out of lower end of a 


ted and left hang- 
ominal wound. 


Placenta left intact in the iliac fossa, and the ab- 
dominal wound closed; exfoliation began on 
6th day. 

About two-thirds of placenta separated by fingers 
and scissors and removed; part left bled largely. 

Patient, the wife of an intimate friend of the ope- 
rator, was operated upon asa possible, last hope. 


Placenta torn in the delivery of the foetus; not 
removed ; hemorrhage arrested by sponge pres- 
sure. 

Dr. Greenhalgh was an ardent advocate of Ceesar- 
ean section, and probably regarded this case 7 
as one of little encouragement ; but to be ope- 
rated on as a duty. 


Placenta removed; an intrauterine foetus de- 
livered by Cesarean operation ; died in a year 
of measles. 

Placenta removed ; much blood lost; hemorrhage 
ceased from the woman fainting. 

Placentaintact ; no cyst ; foetus free in abdominal 
cavity ; head under stomach 


Placenta incised; violent hemorrhage ; ligated 
and partially removed, 


Placenta torn in operation ; torn portion ligated 
and removed. 

Placenta intact; became decomposed ; cyst wall 
likewise; 144 pint of blood in abdomen. 

Placenta separated in operation, and almost en- 
tirely removed ; violent bleeding resulted. 


Placenta intact; cyst plugged with salicylated 
wool; considerable blood-loss in operation. 


Placenta intact. 


Placenta intact ; no bleeding until the 13th day ; 
all placenta came away by the 16th day; sepsis 
began on 12th day. 

Placenta intact; foetus developed between the 
lamine of the right broad ligamant (see case 30) 


Placenta intact ; it was found firmly adherent at 
the autopsy; an intrauterine twin had been 
born 36 days before. 

Placenta divided in operation, with severe hem- 
orrhage. 

Placenta removed after ligation at three points. 


Placenta intact; located mainly in right iliac 
fossa ; small and malformed. 

Placenta undisturbed ; located deeply down in 
the lower pelvis 

Placenta left in place; it was over the fundus 
uteri and extended into the Douglas space. 

Placenta not removed; located anteriorly be- 
tween umbilicus and right ant. sup. spinous} 
process ; placenta came away between July 3d 
and 14th; woman well and fat Aug. 14th. 

Placenta and cyst drawn out, pursed up in the 
abdominal wound ; ligated ; and a large part 
removed. 


Placenta intact ; cord allowed to bleed ; no cyst, 
as in Case 10; foetus with head downward. 

Placenta intact ; adherent to uterus, left ovary 
broad ligament, right side of pelvis, ilium an 

colon. 

Placenta and cyst exsected from fold of broad 
ligament after ligating vessels; placenta lo- 
cated at superior part of cyst, and subperi- 
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a question in cases in which the child delivered was already dead ; until, 
after many discouragements, it was discovered nearly a hundred years 
ago that it should be left intact, to separate spontaneously if the woman 
is to escape death by hemorrhage; and for the last twenty-five years it 
has been firmly established that in this class of cases the cyst and 
abdomen are to be stitched up together; the cord brought out at the 
lower angle of the wound; a drainage tube is to be used, and the ab- 
dominal cavity to be kept clean by occasional irrigation with warm 
water. 

When the exsective operation for saving the living ectopic foetus, as 
well as the mother, was introduced seventy-five years ago, it was soon 
realized that not only was any attempt at peeling off the placenta fatal, 
but the non-interference plan, so successful after foetal death, was 
attended almost universally with the same result. After nineteen women 
out of twenty had died, in the half of whose operations the placenta 
had remained intact, Prof. August Martin, of Berlin (Case XXL), 
made a new departure, by which he saved his patient; and he is now an 
advocate of ligating the placental vessels and removing this viscus when- 
ever feasible. Unfortunately, the placental location and attachments 
are such in many cases that this new plan is not practicable, and the 
placenta must be left to exfoliate, with its accompaniments of danger, 
under which risk, however, Cases X. and X XV. were saved. 

An ectopic placenta may be very much larger and thicker, or much 
smaller, than one developed in utero. In general, it is thinner and less 
developed and is sometimes divided into lobes, or is only a membranous 
and vascular cake. The death of the foetus does not necessarily cause 
entire placental death, but the placenta undergoes important vascular 
changes after its functional activity ceases with the death of the foetus. 
A half-developed foetus in some situations may be attached to a placenta 
which is out of all proportion-to the foetal size and age; hence has risen 
the idea that the placenta may grow after foetal death; of which no 
absolute proof has as yet been produced, and it does not comport with 
the usual teachings of embryology. If the foetus and placenta are mu- 
tually dependent upon each other; if the child makes and circulates its 
own blood; and if the placenta is in loco pulmonis until the child can 
inhale air and use its lungs instead ; then we cannot see why the placenta 
should, in any case, become exceptional and grow larger after its functional 
life is no longer called upon. It may be found a great deal larger than 
it should be some time after the death of the foetus, but what proof is 
there that it was not of this size at the time the foetus died, and that the 
hypertrophic condition did not ina measure cause the death of the 
latter? Prof. T. G. Thomas' found in one case that the placenta covered 


1 Transactions American Gynecological Society, 1884, p. 179. 
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the intra-abdominal centre, and was attached to the ascending, trans- 
verse and descending colon, forming an enormous, thick and heavy 
growth of several pounds in weight; in fact, it was the largest placenta 
he had ever seen; the foetus had died at maturity, four months before. 
Is it probable that this placenta grew after its death? Is it not much 
more likely that it was too large for the foetus to be of normal propor- 
tion at any stage of gestation ? 

If all ectopic placente have originally been tubal, no matter where 
they may be found located in the abdominal cavity, as we are asked to 
believe, the migratory character of abdominal pregnancies would be 
less pronounced. To account for some of the remote localities of the 
placenta, we are also asked to credit the hypothesis, that a tubal ovum 
may be forced entirely from its attachments through a lacerated vent, 
and its placental surface after a migration form a new union for itself 
in a remote region of the abdominal cavity and develop to full maturity. 
Reasoning analogically, we cannot believe in this as a possibility ; and 
we find much less difficulty in accounting for such cases on the hypoth- 
esis that they are ab origine abdominal. We know that, for a time at 
least, a human ovum is possessed of a certain measure of inherent and 
independent life, which admits of its migrating from the ovary along 
the Fallopian tube to the uterine cavity and there becoming attached, 
after which its inherent life is changed into one of dependence. A 
bird’s egg, a seed and the bud of a tree are all endowed with an inde- 
pendent vitality, lasting longest in the seed. Apply blood-heat to the 
egg and the incubative process soon commences; stop the process by 
cooling sufficiently and the embryo dies, because heat has become an 
essential of its new dependent existence. As the inherent life is lost, 
the egg cannot be made to hatch by renewing the heat; it now only 
hastens its decay. The incubative process must be continued uninter- 
ruptedly, or it will end in a failure. Moisture with heat will sprout a 
seed ; dry it a second time: Will it then produce a plant? No, it will 
decay. If a human ovum has lost its independent vitality by becoming 
attached to the lining of the Fallopian tube or uterus, and is made de- 
pendent for existence upon a blood-supply, can it resume this lost inde- 
pendent life when it again migrates to form anew home for itself? Will 
not the simple separation of an ovum in utero cause it to die and be 
expelled? Prof. Koeberlé, of Strasburg,’ once removed a uterus for a 
fibroid tumor, leaving the cervix and the appendages; the woman re- 
covered, with a pervious cervical canal, through which she became 
impregnated, with a fatal result. Was this likely to have been a tubal 
pregnancy? Why is it that within a few years so much doubt has been 
cast upon the existence of an original abdominal variety of pregnancy, 


1 Des Grossesses Extrauterines : par Theodore Keller, 1872, p. 23. 
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to explain which away requires much more extravagant hypotheses than 
to credit it on the faith of many learned obstetrical writers ? 

One year ago, it appeared scarcely possible that an ectopic fetal 
growth at full maturity could be entirely removed, as by a form of enu- 
cleation, with complete success. But since the report of Case XXX., 
under Prof. Breisky, of Vienna, was issued, it has become a question 
whether his process of subperitoneal ligation and exsection cannot be 
made available in a fair proportion of intra-peritoneal cases. Prof. 
Breisky exsected the whole foetal growth—i.e., amniotic sac, placenta 
and child, in a case in which the development took place external to the 
peritoneal cavity, between the laminz of the broad ligament, the 
placenta being located at the top of the cyst. Prof. Martin, of Berlin, 
and Prof. Lazarewitch, of Kharkof, now of St. Petersburg, prepared 
the way for this very complete enucleation, by operations 21 and 26, 
in which the location and attachments of the placenta prevented the 
removal from being as satisfactory in character. By these three 
methods of exsection, no doubt in the future, many of the fatal difficul- 
ties of the past may be overcome and the women saved. To peel off 
the placenta is almost certain to produce death, whether the child be 
extracted alive or after it has been some time dead; but to tie and cut, 
carefully and by slow progressive steps, may be done in some cases in 
which the attachments of the placenta will admit of it. 

The operators who have failed in saving their patients, after the re- 
moval of living and viable ectopic foetuses, will be seen, by an examina- 
tion of my table, to have been, with a few exceptions, those whose 
names have so often appeared in connection with other more hopeful 
and successful forms of abdominal surgery. When men, such as 
Koeberlé, Greenhalgh, Spiegelberg, Schroder, Litzmann and Stadfeldt 
were unsuccessful, it may be taken as evidence that there were very 
great difficulties to be contended with, either in the condition of the 
patient, the anatomical relations of the parts to be removed or both. 
What the operators had to contend with will be found in the important 
column in the table headed: Condition of the woman at the time of the 
operation. Some may think it unwise to have operated under such 
adverse and almost hopeless circumstances; but what better can be 
done until the improved acumen of the student of obstetrical diagnosis 
shall fit him to discover the ectopic character of a pregnancy at an 
early day? Besides, we are to reflect: 1, that the woman in a large 
proportion of cases believes herself to be normally pregnant, and does 
not call in a physician, or present herself at a maternity, until her health 
has failed or a pseudo-labor has actually commenced; and 2, that she 
will not submit to have the living foetus exsected until compelled to do 
so by pains, emaciation and other evidences of ill health, and by a con- 
sciousness of the fruitless character of her labor. 


| 
| 
| 
| 
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The term operation by election can hardly ever apply to these cases, 
for the reason that the surgeon has very little choice in the matter 
when called to consider what is to be done; he must operate, or see the 
woman die undelivered. There are cases, and these have been far more 
numerous, in which no opportunity is given to operate until after the 
pseudo-labor has terminated in the death of the foetus; when the whole 
character of the case changes, and there may be no occasion for haste, 
which may be fatal; but time may be allowed for certain important 
alterations in the placenta and its vascular connections, which being 
accomplished, its spontaneous separation may be effected with a greatly 
reduced risk after foetal extraction. 

If the operation after foetal death, provided this has existed for at least 
ten weeks, can be performed with so much less danger than during its 
life; and if so few children are ultimately saved; it may be asked: 
Why not wait until the child is dead, and then operate? This plausible 
and puzzling question once presented itself to a company of three physi- 
cians in this city, who were in daily attendance upon a lady in pseudo- 
labor. She passed through the labor, the child died, her condition 
became apparently more favorable; they were waiting for the opportune 
time, when grave symptoms appeared, followed by her death in half an 
hour. In the thirty cases I have tabulated, the condition column does 
not give much encouragement for waiting, but rather the contrary. 
Many women have, however, in time past escaped all dangers under the 
false labor, and have even carried the dead foetus for years in compara- 
tive health; or have had it removed by abdominal or vaginal section, 
because of some physical disability resulting from it. But such cases 
rarely fall into the care of a fully competent obstetrician during the 
labor, and the attendant called in expects the woman to deliver herself, 
and waits for this event, until too late to save the foetus. 

A realization of the dangers of ectopic pregnancy has given rise to a 
desire to arrest the development of the foetus at an early day; and after 
various plans have been tried, two are still considered worthy of confi- 
dence, viz., faradization or galvanism, to destroy the foetus; and exsec- 
tion of the entire cyst to accomplish the same end more effectually. 
Gynecologists are divided in opinion as to the choice to be made of the 
two plans,in any given case before rupture, one party claiming that 
electrical foeticide is not only dangerous as a method in itself, but leaves 
the foetus in loco to give subsequent trouble; and, at the same time, 
that extirpating the foetal cyst, generally Fallopian, can be done at a 
moderate degree of risk, and will leave the woman free from the foreign 
growth as an element of danger. The electrical advocate states that 
his method is devoid of danger; that the foetal mass becomes absorbed ; 
and that the health of the woman in not endangered by the remnant of 
the feetal growth. He, at the same time, also regards the proposition to 
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exsect as one of much greater peril, and one that may in some instances 
be attended with insurmountable difficulties. 

Whichever plan of operation is selected, it is essential that a correct 
diagnosis should be made, and the character of any discovered abnormal 
growth decided upon before it is commenced. To make a reliable differ- 
ential diagnosis in a case of ectopic pregnancy is not a simple matter, 
and can rarely be done ina few minutes, for not only must every sensible 
and sympathetic sign be duly weighed, but the history of the case taken 
and considered in connection therewith. By these means a chain of 
evidence may be obtained that will show by exclusion how impossible 
it is that a given intrapelvic growth discovered by palpation can be other 
than a product of impregnation. To make such a diagnosis is much 
more the work of an obstetrician than of a surgical student. Mr. Tait 
cannot believe that this can be done in more than one case out of three; 
but many obstetrical observers hold a very different opinion, particu- 
larly in this country, where special studies have been made of many 
cases prior to rupture. This accident may occur too early to have been 
preceded by any symptoms to excite attention, as has twice happened in 
this city, where the ovum could not have been developed beyond three 
weeks, or between the end of one menstrual epoch and the beginning of 
the next one. But in the average of cases time enough is given before 
laceration to produce size of growth for palpation, and symptoms, 
sensible and sympathetic, now well known as characteristic of ectopic 
gestation when taken in connection with a history indicative of this 
condition. 

Regarding the question of preference from a neutral standpoint, I 
am prepared to examine the two named fceticidal methods upon their 
relative merits as thus far exhibited, first stating my belief, that if it is 
morally proper to exsect the foetal mass, it is equally so to destroy the 
foetus in situ. Two important questions naturally arise, viz.: 1. Which 
is the more immediately dangerous—electric feeticide, or exsection of the 
ectopic foetal mass? 2. Is there any remote danger to be apprehended 
from the presence of the dead foetus? These can only be answered by 
a long array of facts which have not yet been produced. So far as 
known to me, the electric fceticidal operation has been performed in the 
United States and Canada forty times, with one death, and in that case 
a second attack of hemorrhage took place from a large superficial 
artery in the cyst wall, which vessel had bled nine days before until 
the patient bore the evidences of it. Exsection of the entire growth 
was certainly indicated here. Although laparotomy can be performed 
a great many times in succession without a death, as witness the results 
of ovariotomy and odphorectomy under some operators: Is it at all 
likely that this more difficult and complex operation can be undertaken 
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with the same degree of impunity? If all ectopic fetal cysts were 
favorably located, and their existence discovered at an early date, no 
doubt a skilful operator might be able to exsect them with a moderate 
degree of mortality; but such is not the case, and the knife must be 
used at times under circumstances of great difficulty and danger. Prof. 
August Martin, of Berlin, advocates the exsective operation at all 
periods, and has performed it quite a number of times with marvellous 
success, even up to seven months of gestation in one case (XXL, of 
Table). But there are few Prof. Martin’s; and ectopic mishaps will 
occur in places in which even the average surgical skill cannot be com- 
manded. Theoretically, there are many reasons for preferring exsection 
to faradization and galvanism, and I, for one, should be glad to be 
convinced that the immediate removal of the foetus from the pelvic or 
abdominal cavity can be accomplished, even in our large cities, or at 
locations where skill can be commanded, with but a trifling degree of 
danger. 

The second question can only be answered by a collective record of 
the subsequent medical histories of the forty-five or fifty women in 
whom electric-killed foetuses have become foreign bodies, to be the pro- 
ducers of much, little or no disturbance. That a very young fetus is 
capable of being almost entirely absorbed, after it has been destroyed 
by electricity, appears probable from careful explorations and from ex- 
periments on the lower animals; but what are the capabilities for pro- 
ducing injury of a dead fcetus of three or four months’ development? 
Steps will be taken by a competent investigator for ascertaining the 
secondary dangers experienced and present degree of health exhibited 
by the women in whom electrical foeticide has been performed. It may 
be urged that proof of the existence of a fatal growth has not been well 
established in many cases; but this is a question of doubt, which simply 
brings in dispute the ability of a number of well-known American ob- 
stetricians and gynecological practitioners to make a differential diag- 
nosis, which they claim they can do. Many who have questioned this 
ability are, at the same time, advocates of the early exsective opera- 
tion. Do they propose to operate upon a conjectural diagnosis, and 
determine the true nature of the growth by its examination after re- 
moval? It is quite possible for an abdominal surgeon of large experi- 
ence to have had his attention very little directed to cases of ectopic 
gestation prior to rupture, and to the signs which indicate such a condi- 
tion to the obstetrical observer: Is he wise in disputing the ability of 
men, who, by a special study and larger field of observation, claim to 
be able to do what he feels that he cannot? Tactile sense is of great 
value in abdominal surgery, but of itself is of little use in determining 
a growth to be of feetal origin. 
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Electricity and exsection are both on trial, the former in the advance 
from the number of tests. It has superseded the more dangerous ex- 
pedients of aspiration and toxic injection, and has now only the new 
rival of exsection, which promises to be fully tried in the near future. 
We are satisfied that electricity will kill the foetus; that when dead it 
will diminish in size, and the fluid in the cyst be absorbed; but here we 
stop for the present until the subsequent history of the cases has been 
looked up and reported. 

Thus far the innocence of the exsective operation is largely hypo- 
thetical except as to the cases of Martin and Veit, of Berlin.’ We 
have in this country a number of bold abdominal operators, chiefly 
young men, who strongly advocate exsection, and who I hope will be 
able to prove by actual results the claims they have made for this in- 
viting substitute: inviting, because it at once eradicates what electricity 
only destroys and retains, it may be to give trouble at a later day. 

The earlier exsection is attempted, the more easy it is to perform ; but 
when adhesions begin to form the difficulties of removal commence, and 
these grow and increase more and more with every additional month of 
development. In the later cases the abdomen must be largely incised ; 
its cavity should be illuminated by an electric light ; no parts should be 
peeled off or adhesions separated by the fingers; bloodvessels and 
vascular parts are to be tied and then cut step by step until the placenta 
is slowly separated. The cyst may not require such care in removal, as 
its adhesions may be the result of circumscribed peritonitis; but there 
are cases in which the cyst and its connections will be found dangerously 
vascular, and only to be treated as the placenta requires. The whole 
mass must be removed, or secondary hemorrhage will almost certainly 
ensue with a fatal result. Until the abdomen is opened the operator 
can form only a conjectural idea of the difficulties he may have to 
encounter, if the foetus is advanced to or beyond the fourth month, as 
everything will depend upon the location and vascular connections of 
the placenta. In the later months the operation will be little less difficult 
than when the fcetus is at full maturity, and it may become a question 
whether two lives cannot be saved by waiting until the fetus is fully 
viable. Much will depend upon the condition of the woman, who may 
not be in a state of health to wait; in which event the operation should 
be performed at once, and the exsection made as entire as practicable. As 
the electrical advocates do not recommend their system for cases after the 
fourth month, exsection must be the rule, and the time of choice that 
which promises most favorably. 


1 Veit has operated seven times prior to rnpture, and saved all of the cases. It will be of interest to 
know what symptoms indicated the necessity for the operations, and whether he was able to make 
satisfactory diagnoses befure opening the abdomen. 
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Thus far I have directed attention to exsection by abdominal incision 
only ; but it may not always be advisable to operate in this way, for the 
reason that nature may point to the vagina as a more eligible outlet. If 
the foetus presents by the head, behind or at the side of the cervix, and 
the covering parts are distended over it, this may be taken as an indica- 
tion that delivery should be accomplished by vaginal incision, and, if far 
advanced, by the forceps. I have in my possession a record also of 
thirty vaginal deliveries, in only two of which was the feetus living and 
viable, and in both instances the child and mother were saved.’ These 
thirty cases include five in which rupture into the vagina had taken 
place, and ten in which the foetus had been carried from eleven months 
to twelve years. Of the whole thirty women, twenty recovered. Six were 
operated upon at full term, four of the feetuses being dead, and five of 
the women, with the two living children already mentioned, were saved. 
In the two operations of Drs. King and Mathieson, in which the women 
and children were saved, the placenta was peeled off and removed 
without serious hemorrhage, a solution of perchloride of iron being 
applied as a styptic in the latter; but an attempt to do the same, ina 
pregnancy of about three and one-half months, by Prof. T. Gaillard 
Thomas, of New York, placed the life of the woman in great jeopardy, 
and he was forced to desist.’ 

Two forms of ectopic gestation appear distinguishable in these cases, 
viz., the subperitoneal of Dezeimeris, to which the King and Mathieson 
cases are believed to have belonged ; and the intraperitoneal, also origin- 
ally tubal, but developing within the pelvic peritoneum and upward 
in the abdominal cavity. In the latter variety there may or may not 
be an enveloping fcetal cyst. In a case operated upon in this city by 
the late Dr. Albert H. Smith,® the intestines were united to produce a 
form of sac, which broke open at the top, and the foetus, which had 
escaped, was found beneath the transverse colon; the result was fatal. 
In another Philadelphia case, in which the foetus was dead and weighed 
ten pounds, and the woman was doing well for a week, a mild antiseptic 
wash was used (as the discharges were slightly fetid), which entered the 
peritoneal cavity through an open cyst and produced violent peritonitis, 
resulting in rapid death. The possibility of the cyst being imperfect 
should oblige an operator to use only warm distilled water for intra- 
abdominal irrigation in these cases. 

The vagina should be opened by puncture and tearing to avoid the 
risk of hemorrhage, or by the thermo-cautery knife, except in cases 


1 New York Repository, 1817, pp. 388-394. Transactions Obstetrical Society, London, vol. xxvi., for 
1884, pp. 561-569. 

2 New York Medical Journal, 1875, pp. 561-569. 

3 American Journal! of Obstetrics, 1878, vol. xi. p. 825. 
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in which it has become much thinned by continued pressure, when it may 
be incised. As this form of operation will not admit of the sub- 
ligation and exsection of the placenta for the want of space and light, 
it will be wiser to wait until spontaneous separation takes place. 

The primitive operation of exsection by abdominal incision, as per- 
formed with such success by Dr. J. Veit, of Berlin, must take precedence 
of that made suddenly necessary by the bursting of the cyst, as intro- 
duced by Mr. Tait ; for the reason that the performance of the first will 
prevent the possibility of an accident, which often produces death before 
an operation for the arrest of the hemorrhage can be performed. The 
contest between exsection and electricity in cases of ectopic pregnancy 
of two months or ten weeks standing, will in all probability end largely 
in favor of the former. It has become a popular measure in Germany, 
where the other has never met with any favor, and it may eventually 
be regarded as a promising method of treatment in the United States. 
The question of relative fatality no doubt favors the side of electricity ; 
but there are other points to be considered, which may in a measure 
outweigh the danger of a fatal issue, if in the future this degree of risk 
be shown, as the result of a series of cases, to be of moderate measure. 
The antagonism between very early exsection and the use of electricity 
must in time diminish, as there must be circumstances which will lead 
unprejudiced operators to select one or the other method in a given case. 
Men of surgical inclinations will no doubt prefer the knife to electricity, 
and vice versa. The question of the possibility of diagnosis, claimed as 
non-proven by the results of electricity, will be settled beyond peradven- 
ture when the knife and the eye are brought to bear in establishing 
evidence. 

329 Sourn Twe.rtu St., PHiLaADELPHIA. 
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SysTEM OF OssTETRICS. By AMERICAN AUTHORS. Edited by BARTON 
CooKE Hirst, M.D., Associate Professor of Obstetrics in the University of 
Pennsylvania, etc. Vol. I. Illustrated with a colored plate and three 
hundred wood-cuts. 8vo. pp. 808. Philadelphia: Lea Brothers & Co., 
1888, 


Ir is safe to say that the statistical method in literature will hardly 
hold, and it is, therefore, unfair to say that four elaborate, painstaking, 
earnest volumes by American authors on the same subject in six years, 
constitute a iiterature. Lusk, Parvin and the System of Obstetrics by 
American Authors mean, however, more than four volumes. They imply 
a well-sustained energy of productive work, and prove the prevalence 
of a spirit of inquiry and awakened interest. 

The idea of being in a certain sense American, as implied in the title, 
we believe to be well justified. Nationality is something more than is 
defined by the color of the skin and in facial expression. It is defined 
in the pelvis of the woman; and, sexually, from the short perineum of 
the African to the long perineum and high vulva of the European to 
those higher sexual traits of mind, we find racial differences existing 
with the corresponding outgrowth in the practice of obstetric art. It 
may be said that racially that there is no such thing as an American. 
We are cosmopolitan. All strains of blood are mingled to produce our 
peculiar people. The emotional intensity, the social life, the education, 
the climate, the food develop a peculiar race of women with well-defined 
racial traits. Three or four generations are required to graft these traits 
upon the emigrant stock. Obstetrically speaking, there are national 
differences that have made their mark upon the art if not upon the 
science. 

In the art of obstetrics our physicians are not instrumentalists, yet here 
is the home of the low forceps operation. One may practise a lifetime 
in this country and never meet with a Tarnier forceps; but to relieve a 
fagged-out woman by helping a head over a perineum is nearly a routine 
matter. We constantly hear gynecologists say that foreign women are 
different from ours in the way they bear the more severe operations; but 
it is said half in protest, half in earnest; but we say it soberly in posi- 
tive conviction that we are right and able to prove it, if this was the 
proper place. 

In former reviews of American obstetrical works this journal has 
called attention to what we believe to be matters of practice peculiar to 
the art as it exists among us. This was more marked in Parvin’s book 
than in that of Lusk, who was imbued with the German idea; but even 
in the latter’s splendid volume we find many things that we may call 
Americanisms in practice. 
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The volume opens with an historical notice of obstetrics by an author 
especially well equipped to give the subject intelligent treatment, Dr. G. 
J. Englemann, of St. Louis. The author has the correct idea of the 
philosophy of history. It is events, not men, that make history. The 
man is a mere actor, who oftentimes cannot even be called a factor, for 
behind him lies the great accumulated current of thought and of moral 
force called truth, which changes the course of events in science as well 
as in dynasties. The truth of this underlying motive in history is 
peony by the science of obstetrics. Semmelweiss laid the foundation 
or modern antiseptic obstetrics, yet it needed a greater than he to make 
it the obstetric law of the world. ‘his idea Dr. Englemann carries out 
in his history. 

The author divides his subject into the empirical or natural obstetrics, 
embracing the primitive or intuitive and the religious period. This age 
terminates in 1550, when the second, or scientific obstetrics begins. 
Podalic version divides this period of enlightenment from the dark ages 
of the past. The author defines it as the period of development, and 
recognizes three stages: the pudalic version described by Paré (1550) ; 
second, the obstetric forceps (1647 to 1745); and third, the development 
of the forceps (1745 to 1800, and the physiological period, or “ perfec- 
tion,” as the author calls it, from 1801 to 1888). These various divisions 
culminate in the scientific period from 1870 to 1888. The seventy 
pages needed to describe the development and history of obstetrics are 
replete with facts and dates, and comprise one of the most carefully 
written sections in the book. 

The second section is upon “The Physiology and Histology of Ovula- 
tion, Menstruation and Fertilization: The Development of the Embryo,” 
by Dr. H. Newell Martin, of Baltimore. A lengthy exposition is given 
of the physiology and histology of the ovary, of ovulation and of men- 
struation. Upon these subjects the author is simply orthodox. He has 
given some new illustrations, which give the text a fresh appearance 
and are a welcome addition to the time-bound cuts with which we are so 
familiar in obstetrical works. The natural history of the fertilization 
of the ovum and the painstaking and illustrative way in which the spe- 
cial development of the organs is traced make very clear and interesting 
reading. As much of the material is gathered from original sources 
and from works rarely within the reach of the general reader, this addi- 
tion will be a very useful one. 

The editor, Dr. Hirst, disposes of the next subject: “The Foetus; its 
Physiology and Pathology.” The section is devoted to a review of the 
development, anomalies and diseases of the foetal appendages. The 
amniotic fluid is believed by the author to be due to both mother and 
child, as the experiments of Zuntz and Gusserow prove, and errors in 
both mother and fcetus contribute to diseases of this fluid. The mem- 
brane itself, in cases of faulty development, may form amniotic bands, 
the cause of extensive adhesions between the amnion and the foetus which 
may result in serious deformities, such as eventration or anencephalus, 
by preventing the proper arching over of the body cavities by the foetal 
skin. Asa singular evidence of the correlation between tissues, the com- 

ition of these bands closely resembles that of those due to plastic 
inflammation of serous membranes generally. In the latter part of 
regnancy the amnion may burst, the life of the ovum being preserved 
y the sac of the chorion. The active foetal movements may roll up 
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the amnion into cords which become entangled with the foetus or the 
umbilical cord and cut off the circulation. 

We will note but one morbid condition, that of syphilis of the pla- 
centa. Only as late as 1873 Frinkel gave us something definite in the 
histology of this condition. The deforming granular hyperplasia and 
hypertrophy of the placental villi were the most frequent forms of 
ape ir syphilis. These conditions had been previously described by 

reolani, without associating them with a syphilitic lesion. This infiltra- 
tion of the villi with granulation cells, and their consequent increase in 
size and distortion, are characteristic of syphilis, and are diagnostic 
signs; but we may go further than this, and trace the source of the 
virus. If the ovum is infected through the male, the placenta, if dis- 
eased at all, will show the granulation-cell infiltration of the villi. If 
the mother is infected during the fruitful coitus, there will be great over- 
growth of the decidual cells or of the connective tissue. If the mother 
is syphilitic before conception, the placenta shows gummatic deposits. 

he diseases of the foetus in utero, both acute and chronic, pha the 
section, with considerable space given to abortion and premature labor. 
Parturition is given no consideration by Dr. Hirst, and it is really 
remarkable how closely the various authors adhere to the division of 
their work. 

Dr. W. W. Jaggard follows upon the “Physiology of Pregnancy.” 
He takes up the changes of a normal character upon the organs of the 
body, and traces them through the course of the pregnancy. Consider- 
able space is given to uterine evolution, and the conflicting views of 
Miiller, Bandl, Henle and others are explained with great clearness. 
This portion comprises, also, the diagnosis of pre, 


nancy. 

We have space but for a short quotation ; that relating to the so- 

called Hegar’s sign of pregnancy. Dr. Jaggard’s description is worth 

remembering, because no two writers that we have seen describe either 
the sign or the manipulation necessary to elicit it in the same way. 


“The lower uterine segment becomes softer and more compressible in con- 
trast with the thick dense cervix below and the corpus above. These altera- 
tions are most marked in the median section of the lower uterine segment, 
while the borders remain relatively dense, appearing at times like cords, . . 
To elicit the sign under discussion, the index finger of either hand is intro- 
duced within the rectum, while the thumb of the same hand is placed upon 
the vagin&l portion. The index finger passes above the utero-sacral liga- 
ments, marking the boundary between the cervix and the lower uterine seg- 
ment, into the pocket of the sphincter ani-tertius. If the aperture of the 
sphincter ani-tertius is not readily found, one-fourth of a litre of lukewarm 
water injected into the rectum facilitates the search. The other hand placed 
upon the abdomen, presses the uterus downward against the finger in the 
rectum, when the lower uterine segment, the cervix and the corpus uteri can 
be easily touched.” 


Dr. Jaggard’s comment upon this is a very proper one: 


“ Any attempt to fix the limitations and to point out the fallacies to which 
this sign is liable at present would be premature. The facts in our possession 
as to its occurrence and diagnostic significance are entirely too meagre to war- 
rant generalizations. In passing, it may be said that Compes failed to detect 
the sign in one case of early pregnancy, and observed phenomena somewhat 
similar in cases of retroversion of the uterus. Obscure and confused notions 
as to the objective changes embraced under Hegar’s sign have rendered 
invalid the conclusions of certain American authors.” 
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In connection with what was said at the opening of this review touch- 
ing some peculiarities in practice that may be regarded as American- 
isms, that the high forceps operation was rarely called for in native 
women, but that it was a very common and growing practice to help 
the head over the perineum in exhausted women, we may quote the fol. 
lowing from Dr. Jaggard: 

“Tt is not always necessary, nor is it — expedient, to insist upon an 
elaborate investigation of the dimensions of the pelvis. In the United States 
there exists a very decided presumption that’ the native-born woman has a 
normal pelvis.” 


To Dr. Jaggard we are also indebted for the contribution upon “The 
Pathology of Pregnancy.” Much valuable matter is given in a concise 
and readable form, and the author is to be congratulated in presenting 
one of the best written sections in the work. 

Dr. Samuel C. Busey, of Washington, D. C., follows on the “ Physio- 
logical and Clinical Phenomena of Natural Labor.” The author has 
written a thoroughly conventional chapter. On the conduct of labor 
the author disposes of antisepsis in a paragraph of a dozen lines. There 
is no doubt about the opinion of Dr. Busey upon the subject of anti- 
sepsis. All preparations of the patient, he says, 

“must be supplemented by an equally complete preparation for, and assiduous 
application of the Daa oa and practices of, antiseptic midwifery. Inex- 
cusable neglect, and inefficient and careless administration of the well-known 


rules and recognized appliances of obstetric antisepsis must, in view of their 
admitted value, be regarded as criminal.” 

If by “ well-known” the author means generally accepted and practised, 
he is certainly wrong. If by “recognized appliances” he means that the 


methods of antiseptic obstetrics are all settled, he is equally wrong. If 
by “admitted value” he means that both the methods and value of anti- 
sepsis so applied are admitted generally or in equal degree, he is again 
wrong. This whole matter is yet on trial among thousands of medical 
men. It is not even the general custom in private practice. Every 
man who believes in antiseptic midwifery must become, in a certain 
sense, a missionary. He must spread the gospel of purity in the lying-in 
room, both public and private. Dr. Busey has not performed his whole 
duty in this matter. Twelve lines of advice will not convert a careless 
or a sceptical man to the belief and practice of antisepsis. It is methods 
not advice that we need. The author is contributing an important 
chapter to an encyclopedic work, that gave both space and opportunity 
for detail, and to which the reader is entitled. 

Dr. R. A. F. Penrose, of Philadelphia, contributes to the “Mechan- 
ism of Labor and the Treatment of Labor based on the Mechanism.” 
This relates to normal labor in all fcetal positions in which natural 
forces are concerned to accomplish the expulsion of the child. It is very 
clearly written and well illustrated, many of the illustrations being new. 
The careful avoidance of any description of obstetrical operations is at 
times embarrassing to the author, due to the careful manner in which 
the editor has held his contributors in hand. 

This section is concluded by the editor on the “ Mechanism of the 
Third Stage of Labor.” He says, 


“In sharp contrast to our definite knowledge of the mechanical laws that 
govern the expulsion of the fcetus stands our uncertainty in regard to the 
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method by which the placenta is separated from the uterus and is expelled 
through the birth-canal.” 


The Editor’s theory is that the 


“placenta is not separated at once, even when the foetus has entirely vacated 
the uterine cavity and the uterus has been very much reduced in size. The 
spongy placental mass can follow the retraction of the uterine wall until the 
solid villi are brought into actual contact with one another and the whole 
placenta forms a perfectly solid mass. As soon as that point is reached, the 
slightest additional contraction of the uterine muscle, with the smallest de- 
crease in the area of the placental site, springs off instantly the entire placental 
mass, which can no longer be compressed,” 


The theory is a reasonable one, and in that respect is an advance on 
many that have been offered. 

One of the most carefully and laboriously written contributions to the 
volume is that of Dr. J. C. Reeve, of Dayton, Ohio, “On the Use of 
Anesthetics in Labor.” So far as the reviewer is familiar with the sub- 
ject, it forms one of the most complete monographs in the language and 
is particularly rich in historical references. 

r. Theophilus Parvin concludes the volume with “Anomalies of the 
Forces in Labor.” Errors in uterine action, tumors, pelvic distortions 
and various anomalies in foetal development and their relation to the 
mechanism of labor are presented at length, in the usual clear and care- 
ful manner of the author. 

Lack of space obliges us to omit many points that deserve attention. 
There can be no doubt that the work will earn an important place in the 
literature of the subject ; and if the second volume equals the first in its 
wide range and painstaking treatment, it will stand second to none in 
any language. E. V. pe W. 


REPORT ON THE MORTALITY AND VITAL STATISTICS OF THE UNITED 
STATES AS RETURNED AT THE TENTH CENSUS (JUNE 1, 1880). By JOHN 
8S. Bruiines, Surgeon, U.S. Army. Part I. 4to. pp. lxiii. 767. Wash- 
ington: Government Printing Office, 1885. Part II. 4to. pp. clviii. 803. 
Washington: Government Printing Office, 1886. 


THE present volumes, which are the eleventh and twelfth of the quarto 
series comprising the final report of the tenth census of the United 
States, are devoted entirely to the subjects of mortality and vital 
statistics for the year ending June 1, 1880. They have been compiled 
according to a scheme projected by Surgeon John S. Billings, who has 
with untiring zeal and industry personally supervised the work from 
the beginning to the end. Asa result of this labor we have a report 
which is far superior in completeness of data and accuracy of details to 
any of its predecessors. That the data are still very imperfect no one 
knows better than Dr. Billings, who has worked most assiduously to 
obtain the best results possible under the existing laws governing the 
taking of the census. 

Part 1. is taken up entirely with the statistics of mortality. A 
deficiency ‘in the returns of the enumerators having been anticipated, 
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an attempt was made to obtain a more complete record of deaths than 
had heretofore been furnished, by securing the voluntary coéperation of 
the medical profession of the country. By this effort, 61,020 deaths 
have been recorded, which had not been reported by the enumerators. 
As a further aid in accomplishing the same object, the official records of 
deaths in a few States and a number of cities which have registration 
laws have been copied and made use of instead of the data collected by 
the enumerators. As these data are very nearly accurate, they have 
also been made use of in obtaining an approximate estimate of the 
amount of deficiency in the enumerator’s returns. Such an estimate is 
very necessary, for it is known that the data are very incomplete, yet 
scarcely more so than similar data published by other countries. It 
must not be inferred from this incompleteness that the census data are 
of little value, for they are comparable with those of foreign countries, 
and, moreover, they are in fact the only data procurable for parts of 
the country which have no registration. An accurate system cannot be 
obtained at once, but each census should show signs of progress, as this 
census does, especially in the improvement in the Soatelle of tabulation, 
which being pursued will afford valuable results when more complete 
data are obtainable under better laws. 

As already intimated, the form of tabulation differs somewhat from 
that of other censuses, but care has been taken in selecting the combi- 
nations to make them comparable with the statistics of other years and 
of other countries. The data, with certain necessary tables of ratios 
and proportions, are presented without attempting to draw conclusions 
from them, the study of the figures being left to those who are specially 
interested in such research. 

The county has been selected as the unit of locality instead of the 
State, as in previous censuses, a change which permits of many inter- 
esting and useful comparisons, heretofore impracticable. Groups of 
counties within the limits of the State form State Groups. These are 
consolidated into States, and also combined into what have been called 
Grand Groups, having boundaries determined by topographical features 
and not by State lines. The reports of deaths in fifty of the largest 
cities have been separately compiled, in order to make possible a com- 
parison between rural and urban mortality. These various compilations 
are presented in twelve tables, which, with an index, cover 767 pages. 

The mortality rate of the United States for the census year is 15.09 
per 1000 of surviving population, which is an increase over the death- 
rates of former censuses. This increase must not be regarded as repre- 
senting an actual increase in the number of deaths in proportion to the 
living population, but rather as indicating a more complete collection of 
the data upon which the death-rate is based ; and yet there is proof of a 
deficiency still existing, as is shown by a careful study of the statistics of 
States and cities in which the registration is probably very nearly accu- 
rate. From these and other data, Dr. Billings has calculated the pro- 
portionate amount of deficiency in the enumerator’s returns, and with 
this correction places the death-rate for the whole country at 18 per 
1000 of surviving population. The death-rate thus obtained, which is 
probably very seaety correct, compares favorably with that of all other 
civilized countries. 

The remaining part of the introduction to Part I. discusses the sub- 
jects of sex in relation to deaths, relations of age to deaths, relations of 
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color and race, etc., to deaths, and month or season in relation to deaths. 
The points of interest are so concisely stated that it is impossible to 
abridge the matter without detracting from its value. 

Part II. is by far the more interesting of the volumes on Mortality 
and Vital Statistics. The introduction, covering 147 pages, presents the 
results of a careful study of the following subjects: location in relation 
to births, causes of death, morbidity or sick rates, births, birth-rates 
and life tables, ages of living population. To these is appended a brief 
chapter of conclusions and recommendations. The text is illustrated 
by 21 handsome colored maps. Diagrams are used whenever such illus- 
trations aid in the elucidation of the text. 

The rest of the volume, 791 pages, is taken up with 54 tables furnishing 
data on the various subjects epitomized in the introduction. Accom- 
panying part second is a book of plates and diagrams to illustrate 
approximate life tables for certain States and cities contained in volume 
twelfth of the census. 

Consumption stands first upon the list of the principal causes of death 
for the census year, and then follow, in the order of their frequency, 
pneumonia, diphtheria, heart disease, cholera infantum and enteric fever. 
Scarlet fever stands eleventh on the list. It caused 16,388 deaths; of 
this number 8181 were males, and 8207 were females. The mean age 
of those reported dying of this disease in the census year was five years. 
Scarlet fever caused a larger proportion of deaths in the large cities 
than in the rest of the country. tts propagation being due to a con- 
tagion, it is not directly influenced by season or weather, locality, con- 
dition of soil or elevation of locality. 

Enteric fever caused 30.19 per 1000 deaths from all causes, which is 
a smaller proportion than that noted in the preceding censuses. The 
greater part of the deaths occurred between the ages of 5 and 40 years, 
the mean age at death being 27 years. One fact stands out prominently, 
namely, that enteric fever prevails to a much less extent in cities than 
in other parts of the country. In the 50 largest cities, this disease caused 
16.7 in each 1000 deaths from all causes, while in the rest of the country 
it caused 36 per 1000. August, September and October were the months 
in which the greatest number of deaths occurred in 31 registration cities. 

The number of deaths from diphtheria largely exceeds that of the two 
preceding censuses, while the deaths from croup have slightly decreased. 
A small part of the increase of deaths from diphtheria may be attributed 
to the fact that physicians now report as diphtheria cases which man 
years ago would have been returned as croup. It is, however, very evi- 
dent that diphtheria has been on the increase for several years 
especially in the northern portions of the United States. The mortality 
from both croup and diphtheria is greater in the rural districts than in 
the large cities. 

Special pains has been taken to present the census data with regard 
to diphtheria as fully as possible. A number of colored maps showing 
the distribution of deaths by counties, in the northern and eastern por- 
tions of the country, convey at a glance much information on the relative 
prevalence of this disease in different localities, which has hitherto been 
defective. An examination of these maps, as Dr. Billings points out, 
will indicate “that the disease cannot be due to any peculiarity of 
climate, of geological formations, of topography or of methods of filth 
disposal.” 
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The distribution of “diarrhceal diseases” is more uniform than the 
affections specially mentioned above. These diseases caused a greater 
number of deaths in the large cities than in the rural districts. This 
may be accounted for by the fact that the majority of deaths from these 
causes are among children under five years of age, and that these dis- 
eases are more prevalent among young children in large cities than in 
the country. In thirty-one registration districts, the greatest number of 
deaths occurred in the summer months, the highest mortality being 
reached in July. 

As might be expected, consumption stands first upon the list of dis- 
eases in the order of their frequency. It caused 12,059 deaths in every 
100,000 from al] causes. The mean age at death was thirty-seven years. 
The comparison of deaths by sex shows the disease to be the more fre- 
quent in females than in males. The proportion of deaths is greatest in 
the large cities, and slightly greater in the colored race than in the white. 
The geographical distribution of consumption, as illustrated by map 
twelve, p the greatest prevalence of the disease in the New England 
and Middle States, the Middle Atlantic Coast, the Ohio Valley, western 
part of Kentucky, the central part of Tennessee and on the Coast of 
California. The distribution of deaths is quite uniform throughout the 
year, though in the winter and spring months there is an excess of deaths, 
the maximum being reached in March. 

Pneumonia, a term which probably includes a number of distinct dis- 
eases, after consumption, caused the greatest number of deaths. It is a 
disease of all ages, but is especially fatal in early and in advanced life. 
There was an excess of mortality in males, and a relatively greater mor- 
tality in the colored race. The disease was least prevalent in the coast 
regions, and generally more prevalent in the south and west than in 
the north and east. The winter and spring months were the seasons 
of the greatest prevalence. The proportion of deaths was greater in the 
rural districts than in the large cities. 

The deaths from childbirth for the whole country were 3.57 per 1000 
births. The mortality from this cause was greater in the rural districts 
than in the large cities, and about twice as great in relation to the 
deaths from known causes in the colored female as it is in the white. 
The greatest proportion of deaths from childbirth occurred at ages 
between twenty and twenty-five years. 

Cancer, a disease which is apparently on the increase in civilized coun- 
tries, has allotted to it considerable space for presenting deductions 
drawn from the very full data furnished by the census. It is shown 
that cancer is a disease which affects all ages, but the proportion of 
deaths increases with advancing years. Among females the proportion 
of deaths increases until between the ages of fifty and fifty-five years, 
when it reaches its maximum; among males it increases until between 
sixty and sixty-five years, when the proportion is greatest. The great 
excess of deaths from cancer in females is marked after the age of twenty, 
and less marked after the age of sixty-five. The tendency to cancer in 
the colored race is shown to be very much less than it is in the white 
race. 

As cancer is a disease the mortality from which increases with 
advancing years, a large proportion of deaths from this cause in any 
given locality indicates to a certain extent that the locality isa healthful 
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and a long-settled one, and that a large proportion of the inhabitants 
attain advanced age. A comparison of the maps showing the geograph- 
ical distribution of cancer and of old age will make this point clear. 

The deaths in the whole United States for the Census year from 
hydrophobia were 80; from lightning, 300; and from leprosy, 16; thus 
showing how infrequently death takes place from these causes. 

For the first time in the history of the United States Census, an 
attempt has been made to obtain morbidity or sick rates. A portion 
of the country was selected sufficiently large to give a fair indication 
of the relative proportion of the sick of the whole population over fifteen 
years of age in every 1000 living on a given day, which was June Ist. 
The result shows the proportion to have been 12.75 per 1000 living, 
which appears to be a fairly accurate proportion, judging from the data 
furnished from mutual benefit societies in this and other countries, and 
the specially reliable data of the State of Rhode Island. If the annual 
death rate is taken at 18 per 1000, the average number of persons above 
fifteen years constantly sick is 36 per 1000 of living population. 

Births, birth-rates and life-tables are presented in section tenth. The 
total number of births collected for the census year was 1,577,173, and 
the birth-rate was 31.4 per 1000 of the living population. This is about 
15 per cent. below the true figures, which Dr. Billings has carefully esti- 
mated to be about 36 per 1000 for the whole country. For the period, 
1876-1880, the mean annual birth-rates for England and Wales was 
35.4 per 1000; for the German Empire, 39.3; for Austria, 39.1; and 
for Denmark, 31.9. The corrected returns for the United States com- 
pare favorably with the accurate data of the countries above mentioned. 

Of the total number of births, 806,866 were males, and 770,307 were 
females, or 1047 males to each 1000 females. The birth-rate was 
greater in the colored race than in the white, and highest in the southern 
States and in the northwest. 

Approximate life-tables have been prepared for a number of cities in 
different parts of the country and for the States of Massachusetts and 
New Jersey, the method employed by Dr. Farr having been adopted. 
The method of Dr. Humphreys was also used in connection with the 
data of Massachusetts and New Jersey. From these tables diagrams 
have been prepared, some of them being printed on semi-transparent 

aper, so that, “ placing them one above the other, a comparison may 
be made of the different localities with respect to the proportional change 
at each age. 

An interesting and valuable table is furnished by which comparison 
may be made of the expectation of life thus calculated with the data 
furnished by the English Life-table, No. 3, that founded on the experi- 
ence of 30 American Insurance Companies and the famous Carlisle tables. 

Section eleventh furnishes a synopsis of the ages of living population, 
while in the final section, the twelfth, Dr. Billings gives his conclusions 
and recommendations. Attention is called to the fact that, as the 
country becomes more thickly settled, there is an increase of the pollu- 
tion of soil and water, and a multiplication of the possible channels of 
communicating the contagion of specific diseases, and hence the impor- 
tance of towns improving their water-supply and methods of disposal of 
excreta. Dr. Billings strongly recommends a uniform system of regis- 
tration of deaths throughout the country, with an annual publication 
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of such data. He also makes valuable suggestions with respect to the 
methods of collecting the vital statistics of the next census, which, if 
carried out, will add greatly to the value of the data furnished by this 
branch of the census. W. H. F. 


A GUIDE TO THE PRACTICAL EXAMINATION OF URINE. FOR THE USE OF 
PHYSICIANS AND STUDENTS. By JAMEs Tyson, M.D., Professor of Path- 
ology and Morbid Anatomy in the University of Pennsylvania, etc. Sixth 
edition, revised and corrected. With a colored plate and wood engravings. 
Philadelphia: P. Blakiston, Son & Co., 1888. 


In the latest edition of this well-known manual, the author has brought 
it fully abreast of the times, and it is now, as before, facile princeps 
among books of its kind. Too much praise cannot be given for the 
judicial calm exercised in advocating the use of well-tried and trust- 
worthy methods for the detection of albumin, at a period when every day 
brings a new one, only to occupy valuable time and then disappear. 
The addition of the phenyl-hydrazin test for glucose is a valuable one. 
Having used the test in the modification given by Dr. Tyson for two 
ears, we have found its simplicity and certainty all that can be desired. 
Tn regard to tests for bile-coloring matter, we have found that Huppert’s 
test (Arch. der Heilkunde, 8, 351 and 476) reveals minimal quantities 
after Gmelin’s and Heller’s have both failed. G. D. 


THE PRINCIPLES OF THEORETICAL CHEMISTRY, WITH SPECIAL REFERENCE 
TO THE CONSTITUTION OF CHEMICAL CompouNnDs. By IRA REMSEN, 
Professor of Chemistry in the Johns Hopkins University. Third edition, 
enlarged and thoroughly revised. 12mo. pp. 318. Philadelphia: Lea 
Brothers & Co., 1887. 


Tae author does not assume too much when he takes the popularity 
of his book as an evidence of the growing appreciation for theoretical 
chemistry. By this and other works of his, notably his Organic Chem- 
istry, he has done much to inspire students with a desire to know more 
of the philosophical principles of chemistry than ordinary text-books 
affurd. Besides many minor additions, the reader familiar with the 
second edition notes entirely new chapters on chemical affinity and on 
the connection between constitution and chemical conduct. 

No part of the general subject is so important as valence. In order 
to make the book fairly representative of the best thinking on valence, 
the old chapter with that heading has been rewritten and amplified. 
We know no book on the subject which in a brief compass gives a state- 
ment of chemical principles so lucid and complete. 
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METHYLAL, A Hypnotic IN MENTAL DISEASE. 


This substance was first introduced by PERSONALI (Progrés Médicale, July 
2, 1887, No. 27). On animals it had both physiological, sleep-producing and 
toxic effects, ending in coma and paralysis with acceleration of pulse and 
respiration. Like paraldehyde and most hypnotics, it is eliminated by the 
lungs; it controls convulsions and is antagonistic to strychnia. MAIRET ET 
CoMBEMALE found that gr. lxxv-3ij were necessary to produce sleep, and 
that it was of value in chronic mental cases, but not in acute; that the effect 
was exhausted in six or eight days, but a few days’ rest made it active again. 
It is relatively all the more valuable because in mental cases few hypnotics 
are to be depended upon; chloral, especially, in these observers’ experience, is 
often disappointing. 

The dose is given in sweetened water at bedtime. The analysis of cases 
is minute and the number of groups large, but it suffices to say that the results 
in general were good, except in acute mania. Special advantages are its 
solubility, pleasant taste and innocuousness, The authors consider it “justly 
superior to chloral, urethan and opium preparations.” — L’encéphal, 1888, 
No. 3, p. 281. 


SULPHONAL AS A HYPNOTIC. 


The agreement among observers as to the unqualified merit of sulphonal is 
certainly remarkable. In addition to the original articles referred to in the 
July number of this journal, accounts of its use may be found as follows: 
Langgard u. Rabow, Ther. Monatshefte, May, 1888 ; Salgo, Wiener med. Wochen- 
schrift, No. 20; Rosin, Berlin. klin. Wochenschrift, No. 18; CEstreicher, Ibid.; 
Cramer, Miinch. med. Wochenschrift, June 12, 1888, p. 395; Schwalbe, 
Deutsche med. Wochenschrift, June 21, 1888, p. 499; Rosenbach, Berlin. klin, 
Wochenschrift, June 11, p. 481. 

CEsTREICHER finds it somewhat slower in action than the other hypnotics 
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and advises its administration several hours before bedtime—nevertheless, 
he finds it very reliable, and recommends it especially for mental cases. 
Cramer’s experiments wholly lie with this class. In 407 trials on 92 mental 
patients he had positive success in 92.6 per cent., the administration being 
followed by sleep of five or more hours, commencing for the most part in half 
an hour. He saw no bad results, though in one case 3j in six days, and in 
two others gr. xlv daily for two months were given. 

ScHWALBE’s paper is the most exhaustive, and his trials very carefully 
conducted. Out of 50 patients, in 66 per cent. a prompt and satisfactory 
action was obtained; in 24 per cent. the result was relatively poor, and in 10 
per cent, negative. The patients had varied diseases, but analysis shows the 
important fact that in 24 cases of purely nervous insomnia success was com- 
plete in 90.3 per cent. On the contrary, when the primary affection deter- 
mined the sleeplessness, the test was satisfactory in only 44.4 per cent. of 
cases. Schwalbe concludes from this, in agreement with Kast, the original 
observer, that sulphonal is purely a hypnotic and not a narcotic ; that it has 
the power to quiet the excited brain and restore the equilibrium, if disturbed 
by a minor influence only (e.g., a slight amount of pain), but retains this 
power only within narrow limits. Unlike morphine, it does not first diminish 
pain before sleep, nor in cases of cough did it diminish the tendency thereto 
during sleep. Schwalbe found it of no effect in cardiac dyspnea, contrary to 
the experience of Kast (amylen hydrate, on the other hand, Schwalbe found 
to produce sleep in these cases, or at least an improvement in the dyspnea). 
In twe.ve per cent. of cases, slight ill-effects were produced, of which the most 
constant were headache and vertigo, but nothing of importance. No serious 
after-effect was observed. In children the success was especially well marked. 
Schwalbe’s dose was gr. xv—3ss; in children, gr. iv. 


WARMING MEDICINES BEFORE ADMINISTRATION. 


LEWIN ( Berliner klinische Wochenschrift) recommends the warming of medi- 
cines before administering and of subcutanoeus solutions as well. The ab- 
sorption, he points out, is much quicker and the dose necessarily smaller. 


SALICYLATE OF BISMUTH. 


This preparation is said to combine the astringent properties of bismuth and 
the disinfecting worth of salicylate, and has been administered by EHRING 
(Archiv f. Kinderheilkunde, ix. p. 90) to a great many children with digestive 
disturbances. It proved itself a most excellent remedy in gastro-intestinal 
catarrhs depending essentially upon abnormal fermentation, especially if 
combined with lavage of stomach and intestines. It was given in the follow- 
ing mixture: 


Aque . ‘ . q.s. ut ft. Ziv. 


One drachm every two hours, more or less according to age of child. 
Taken asa powder it is apt to cause some gastric irritation; in one per cent. 
of cases a slight salicylate eruption appeared. Ehring thinks the remedy 
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ought to be of use in cystitis and ammoniacal urine, since the urine after 
seventeen hours shows increased acidity and decomposes less readily. 


ACETANILIDE—ANTIFEBRINE. 


These two substances are identical, but SquisB (Ephemeris, vol. iii. No. 3) 
observes that the name antifebrine is controlled by patent, and consequently 
the price is enhanced. Acetanilide costs only half as much as antifebrine and 
one-eighth as much as antipyrine. 


SACCHARIN. 


According to the latest analysis, saccharin is a white powder, showing 
under the microscope a crystalline form and soluble in eighty per cent. 
alcohol or in hot water. It does not reduce Fehling’s solution. It suffers no 
change in the system, and its elimination by the urine commences in half an 
hour (Deut. med. Zeit., February 23, 1888, p. 197). The substance was first 
obtained in 1879 from coal-tar, and, on account of its intense sweetness (two 
hundred and eighty times that of sugar—one to two grains sweeten a cup of 
coffee), has come to be liberally used in manufactures—e. g., beer. 

In medicine its chief uses have been in diabetes, in place of cane sugar and 
as acorrigent. It has been looked upon as an indifferent substance in its 
effect on the system. Thus, Pror. Mosso gave it in large quantities to 
animals without damaging results, and gr. lxxv in men produced no bad 
effects. SALKOWSKI (Virchow’s Archiv, cv. p.46) confirmed its innocuousness. 
STADELMAN, employing it on eleven patients, in doses of grs. | to grs. Ixxv, 
found it harmless in nine, while in two others it caused severe gastric dis- 
turbance. Pror. LEYDEN, on the other hand, saw no ill results in a pretty 
extensive use of it in small doses of grs. ijss to grs. iij. Recently Dr. Worms, 
in a paper read before the Paris Academy of Medicine (Za Tribune Méd., 
May 13, 1888, p. 234), has reviewed the question and presented it in not quite 
so favorable a light. Used by five diabetics in the dose of gr. ss twice a day, 
it could not be borne in three of the cases longer than eight or ten days, but 
then caused loss of appetite, nausea, severe gastric pains and a sweet taste in 
the mouth. The reviewer emphasizes the need of further physiological study 
of saccharin, and looks upon the previous clean record as largely in the 
nature of certificates for the benefit of manufacturing chemists! 

Saccharin has antiseptic properties, and Mosso noticed the fact that the 
urine of animals taking it kept longer. LitrLE (Dublin Journal of Medical 
Science, June, 1888, p. 493) has reported his use of it in ammoniacal urine 
dependent on paralysis of the bladder, on stricture or on prostatic disease. The 
results were highly satisfactory in a series of half a dozen cases. In one case 
of multiple calculi, in an old lady in which operation was refused, the urine, 
which had been intolerably putrid for three months, became non-ammoniacal 
and sweet in three or four days, and continued so. Little has not found it 
upsetting to the stomach; in fact, he emphasizes this point of advantage over 
other drugs given to improve the urine. 

ErcuHorst (quoted in Miinch. med. Wochsft., July 10, p. 478) in the treate 
ment of diabetes, finds saccharin of much worth, but warns against its use in 
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too large quantities, as it easily produces an unpleasant after-taste, nausea and 
disgust for the medicine. 


DosE oF ACONITIA—A WARNING. 


The Pharmaceutical Society of Paris (Presse med. Belge, April 22, 1888, p. 
135) sounds a note of caution in the use of aconitia. Numerous accidents from 
it were reported, though no notice of them had appeared in public print, and 
the alkaloid was declared perhaps the most violent poison known. Gr. gig 
(the usual dose of Duquesnel’s aconitia) had produced in an adult dangerous 
symptoms. Granules of this strength were condemned, and it was recom- 
mended to dispense those of a strength of gr. y4,! in order rightly to propor- 
tion the dose. Digitalin was also declared powerful for evil and its dose too 
large. 

COCAINE IN GENERAL ANZSTHESIA. 

Ho.eer-RorpAM, of Copenhagen (Schmidt’s Jahrb., 1888, ii. p. 35), uses 
gr.j of cocaine, injected five minutes before commencing anesthesia with 
chloroform, and claims for it that narcosis results much quicker, that the 
stage of excitement is wanting and that less chloroform is needed. No bad 
effects were observed either during or after the anesthetic. 


OXYCYANIDE OF MERCURY THE BEST OF ANTISEPTICS. 


Compared with corrosive chloride (Comptes rend. d. Soc. d. Biol., July 6, 
1888, p. 585): 

1. Its solution has a slightly alkaline reaction and precipitates albumin 
only slightly. 

2. It is less irritant than solutions of sublimate. 

8. There is less absorption by tissues than in case of sublimate. 

4. Solution ;;45th does not attack, except slightly, the materials used in 
surgical instruments. 

5. Tested by its power of keeping soup, the antiseptic power showed itself 
six times greater than that of the bichloride. 

6. Tested by the power to destroy the micrococcus pyogenes aureus, the 
advantage was slightly in favor of bichloride, ;Asyth to yyyath. 

7. Employed on suppurating surfaces or to render a mucous surface anti- 
septic, it furnishes much better results because of the tolerance by tissues and 
of feeble absorption. 

The cyanide of mercury has about the same properties, but the oxycyanide 
is more powerful against the micrococcus pyogenes aureus, 


CREOLIN AS ANTISEPTIC AND ANTIPARASITIC FOR THE INTESTINE. 


HILteEr, of Breslau, writing in the Deutsch. med. Wochenschrift, July 5, 1888, 
speaks in the most unqualified terms of praise in regard tocreolin. In ammo- 
niacal urine, washing out the bladder with 45th has given good results. Its 
properties as an antizy motic, its harmlessness and its non-irritating nature com- 
bine to make it the best of antiseptics for the gastro-intestinal tract. Hiller 
has accordingly used it in very many cases of catarrh, flatulence, meteorism, 
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etc., with gratifying success. The dose has been gr. v-xv, usually t. i. d., an 
hour after meals, in thick gelatin capsules (thin capsules are acted upon by 
the creolin). The taste is tarry and disagreeable. In no case has he observed 
bad effects, and he has given as much as gr.cl in fourdays. A slight sensation 
of warmth and some taste in mouth after half an hour were the only sensa- 
tions observed. Foulness of feces is corrected, diarrhcea diminishes and dis- 
tention of abdomen disappears. Twice it was efficient as a vermifuge. Creolin 
is not soluble in water nor in gastro-intestinal juices; but of the emulsion 
which is formed Hiller believes that absorption would be slight. 

[Creolin is a coal tar product. The latest analysis (Deutsche med. Zeitschrift, 
May 24, 1888, p. 516) makes it a compound mixture of carbolate of sodium, 
a resin soap, a fat soap and a hydrate of sodium.—Eb. | 


ANTISEPTIC ACTION OF CHLOROFORM WATER. 


This useful property of chloroform is well illustrated in the Deutsche med. 
Wochenschrift, Heft 19. Pror. SALKOWSKI calls attention to the powerful 
antiseptic. properties of chloroform water, which he extols in no mistakable 
terms. Having used it for years to prevent the decomposition of urine, 
special experiments have shown him that, if the chloroform be kept from 
evaporating, it stops all fermentative processes conditioned upon the vital 
activity of microédrganisms; thus, milk keeps for months its original neutral 
and alkaline reaction. Solutions of cane and grape sugars, mixed with yeast, 
do not ferment. Albuminous solutions, meat-juice keep perfectly sterile ; 
while ordinary solutions, used for purposes of control, showed bacteria in 
two days. It is, too, a disinfectant as well as an antiseptic. Very stinking 
meat-juice, shaken with chloroform water, was sterile after one hour’s stand- 
ing. Anthrax bacilli were innocuous after twenty-four hours’ contact, and a 
culture of cholera comma bacillus was made inert in a minute. 

From this experimental evidence Salkowski draws the following practical 
hints and urges experimental trial of chloroform water : 

1. Chloroform water in the laboratory is a decidedly superior agent to add 
to all ferment solutions, albuminous fluids, extracts, etc.; it is far ahead of 
any other antiseptic. Here its volatility is of great advantage, permitting its 
removal by heat or air current when necessary. To preserve urine unchanged 
it is of great value. In urine already alkaline chloroform will not act on the 
soluble ferment present. 

2. For the preservation of smaller anatomical preparations; the only draw- 
back is its taking up the blood coloring matter, a difficulty which further 
experience may obviate. 

8. In therapeutics as a solvent for alkaloids in solutions; subcutaneous 
injection, for the irritating effects of the chloroform are slight. With so few 
antiseptics of disinfection of the alimentary canal among our resources, this 
adaptation of it should be borne in mind. 

Animals bear very large quantities (a dog got for four days in succession 
3vij in his food, without any effect). In cholera it should certainly be tried. 
Exceptionally in emergencies it might be used as an external antiseptic, 
though inferior to others. Its easy preparation (mlxxv + (75!), shaken in a 
quart of water) is a recommendation. 
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[This proportion of chloroform is rather large, as about 1 part of chloroform 
to 200 of water is as much as will dissolve.—Eb. | 

A similar laudatory estimate of the value of chloroform in pharmacy for 
the preservation of extracts, making solutions of drugs, etc., may be found in 
the American Journal of Pharmacy, May, 1888, p. 248. 

Unna (Monatsh. f. prakt. Dermat., 1888, Heft 9), on the recommendation 
of Hager, has used aqua chloroformi as a vehicle for subcutaneous solutions. 
He finds it to serve its purpose in preserving the solutions, while the chloro- 
form, though it causes a slight burning sensation in the morphia solution, is 
of advantage through its anesthetic properties in such solutions as that of 
ergotin and in Fowler’s. For these he recommends it especially. 


INTERNAL ANTISEPSIS. 

BAGInsky (Deut. med. Woch., May 17, 1888), in an article on fermentative 
processes in the alimentary canal of children, points out that the question is 
by no means so simple as the mere presence of bacteria and getting rid of 
them ; e. g., he has shown that the bacterium lactis (for which he substitutes 
the name bacterium aceticum) normally present in the intestine destroys a 
pathological bacterium found in green diarrhea—in other words that “a 
powerful antibacterial treatment, even if it were successful in the destruction of 
germs, as it is not, can under circumstances be a damage, because it interferes 
in the independent extermination fight of different forms of bacteria.” 


ANTISEPTIC TREATMENT OF TYPHOID. 


Leeroux (Le Bull. Méd., June 17, p. 805) has used the following treatment 
in a large series of cases and believes in it. To all cases a good dose of 
calomel is first given, then if diarrhea is prominent— 


Naphthol 1 

Bismuth . } 

Make ten powders and give one every hour in capsule or suspended in milk. 
If less diarrhea, naphthol alone in same dose. 

If tendency to constipation— 


Ten powders as before. 

Legroux finds in this treatment numerous advantages, both local and gen- 
eral, as, e. g., disinfection of stools, diminution of meteorism and believes it 
affects favorably the course of the disease. 


ACTION OF CARLSBAD WATER ON THE GASTRIC FUNCTIONS. 


SANDBERG and EwALp (Centralblatt f. d. med. Wissensch., Nos. 16 and 18, 
1888) have determined by a series of experiments the effects of Carlsbad water 
on the functions of the stomach. 

For this purpose ten persons (of whom but three suffered from indigestion) 
were subjected to treatment, which consisted in administering water from the 
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Mihlbrunn spring, in quantities varying from a half pint to a pint and a 
half and at temperatures ranging between 68° and 122° F., for from thirty 
to thirty-six days. The effects were determined by examining the contents of 
the stomach removed by the stomach tube. 

The results obtained, as will be seen, deviate very materially from those of 
Jaworski, who found that the continued use of Carlsbad water caused a dimi- 
nution of both the hydrochloric acid and the pepsin of the gastric juice, and 
that finally the sensibility of the gastric mucous membrane became so far 
diminished that even the introduction of food was frequently insufficient to 
stimulate it to secretion. 

A summary of their results is as follows: 

1. Carlsbad water is a powerful gastric stimulant, so much so that half an 
hour after its ingestion it is often possible to demonstrate the presence of 
hydrochloric acid in the stomach contents. 

2. After a four to five weeks’ course of treatment no diminution in the 
secretion of pepsin could be noticed. 

3. The same is true of the rennet (milk-curdling) ferment. 

4. In those cases in which, before treatment, the acidity was rather below 
normal, the secretion of pepsin and of rennet was increased. 

5. Carlsbad water stimulates gastric activity more powerfully than common 
water of the same temperature. 

6. Absorption occurs very quickly; a half pint disappearing in fifteen to 
forty-five minutes. 

7. Absorption takes place more rapidly at temperatures of from 122° to 131° 
F., than at lower ones of 68° to 104° F. 


CAFFEINE SUBCUTANEOUSLY AS A CARDIAC TONIC. 


HEvucHARD (Le Bull. Méd., May 27, p. 705) gives the preference to caffeine 
over any cardiac stimulant for the relief of heart weakness dependent on any 
peripheral condition as—e.g., pneumonia. It has these advantages: that its 
action is rapid, its elimination quick and that it is harmless. Digitalis (so 
commonly used in America) is too slow, requiring three to four days for its 
action. Caffeine acts in three ways: 1. General tonic; 2. Cardiac tonic; 3. 
Diuretic. Heuchard uses it also in all adynamic states, it displacing ether in 
his estimation. 


Formula: 
Sod. benzoat. . : a ‘ 


Give four to six syringefuls. 


GENERAL ANTIDOTE FOR ANY PoIsON OF UNKNOWN NATURB. 


Magnes. ust. ) 
Carbon. lig. { 2 . Equal parts with sufficient water. 
Ferri. oxid. hydrat. j 
—Pharm. Rundschau. 
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THE TREATMENT OF TYPHOID FEVER BY CARBOLIC ACID. 


SrpNEY GRAMSHAW (Lancet, 1888, i. 1243) reports his results with this 
drug, used after Rothe’s method, in one hundred and sixteen cases of typhoid 
fever during the last seven years. The general management of the cases con- 
sisted in the administration principally of a diet of milk and of a mixture 
containing one and a half minims of pure carbolic acid and two minims of 
tincture of iodine every four hours for the first fortnight, or until the urgent 
symptoms yielded, then three times a day. The good effect is manifest almost 
immediately, and it sometimes happens that a case is cut short almost as 
quickly as is acute rheumatism by salicylic acid. Brandy and champagne are 
given if needed. Beef-tea is avoided during the fever, as it is apt to produce 
diarrhea. The carbolic acid can be perceived in the breath and perspiration, 
but rarely causes carboluria. If it induces vomiting, the dose should be di- 
minished. Only one of the one hundred and sixteen cases died, and this 
from pneumonia after the fever had disappeared. Though very numerous 
cases recover absolutely without treatment, the author thinks it certainly 
safer and more advisable to use such means as will at once put the patient on 
the road to convalescence; and his cases show that carbolic acid will do this. 


PERIPHERAL NEURITIS IN ACUTE RHEUMATISM AND THE RELATION OF 
MuscuLAR ATROPHY TO AFFECTIONS OF THE JOINTS. 


Jupson 8. Bury (Manchester Medical Chronicle, 1888, viii. 182) devotes his 
attention to the consideration of certain phenomena frequently met with 
during or subsequently to an attack of acute articular rheumatism, but which 
have received but little attention from writers; namely, the paralysis and 
atrophy of muscles, anssthesia in the course of the peripheral nerves, and 
enlargement of the ends of the bones, After reviewing the literature of the 
subject, and reporting eleven cases illustrated by woodcuts, the author draws 
the following conclusions : 

1. That in articular rheumatism we constantly meet with the muscular 
atrophy and paresis common to other joint affections. Their sudden onset 
would indicate that they are due to a reflex irritation conducted along the 
sensory nerves from the joint to the cord, and which appears to inhibit the 
functional activity of the motor cells in the anterior horns. Their duration and 
progressive character suggest organic changes, either central or peripheral. 
The presence of increased reflexes, sometimes of contractures, and the fact 
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that rarely a lateral sclerosis may start from an arthritic attack indicate that 
the pyramidal tract or its connections may be involved as well as the motor 
cells, 

2. That wasting of the interosseous muscles of the hand is one of the com- 
monest phenomena of acute, subacute or chronic rheumatism; and that 
while some cases may be due to the reflex irritation described, in a large 
number the atrophy is the result of an ulnar neuritis; as is proved by the 
distribution of the wasting in the hand. 

3. That although the ulnar nerve is by far the commonest to be affected, 
other nerves of the brachial plexus, and branches of the lumbar und sacral 
plexuses are frequently attacked. 

4. These peripheral nerve symptoms may occur in a limb quite free from 
joint irritation. If then there are found paralysis, atrophy or anesthesia in 
the course of the ulnar nerve during an attack of rheumatism, or after the 
pyrexia has subsided, in a limb where the joints are free, it would appear 
very probable that there existed a neuritis set up by the rheumatic poison. 
This is rendered still more likely by the evidence found by Pitres and Vail- 
lard of the very common occurrence in phthisis, tabes and typhoid fever of 
neuritis in regions of the body in which during life symptoms of such neuritis 
were but slight. 


CASCARA SAGRADA IN RHEUMATISM. 


GooDWIn (New York Med. Journ., 1888, xlvii. 629) calls attention to what 
he claims is the almost specific action of this substance in certain forms of 


rheumatism. His first experience was in his own person when suffering from 
acute rheumatism, when he found that ten drops of the fluid extract taken 
three times a day as a laxative removed the rheumatic pains completely in a 
short time. Since this event he has used the drug in about thirty cases and 
has obtained the most satisfactory results, except in a few instances in which 
there was a syphilitic taint. The initial dose employed was fifteen minims 
thrice daily, and it was rarely necessary to increase this amount. The bene- 
ficial effects usually occurred within twenty-four hours. In a few cases it has 
opened the bowels too freely. The author suggests that if this happens a 
preparation of iron should be administered separately at the same time. 


BIRTH PALSIES. . 


Injuries to the nervous system during birth, says GowERs (Lancet, 1888, i. 
709, 759), may occur to the peripheral nerves or to the brain; and one case is 
reported of a spinal birth palsy. The peripheral form is usually seen in the 
facial nerve or in the nerves of the arm. The former is due to the pressure 
of forceps, the latter either to the same pressure in front of the trapezius, to 
that of a traction hook above the shoulder in breech presentations, or to a 
fracture of the humerus. But the commonest and most important form is the 
cerebral birth palsy. That this is due to an injury received during birth, is 
shown by the fact that almost all cases have been instances of difficult partu- 
rition, often terminated by the forceps. Of twenty-six cases of this affection 
of which the author has notes, the child was a first-born in sixteen, and in 
six of the others the head was delivered last, The external signs of severe 
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pressure from the forceps are often to be seen, and sometimes convulsions in 
the first few days of life indicate the morbid state of the brain. Further au- 
topsies show the lesions of cerebral hemorrhage, usually situated at the con- 
vexity of the brain. 

Among the symptoms may be often noted a blood tumor of thescalp. There 
may be apparent death, or general convulsions and rigidity. In slighter 
cases it is only when the child should begin to walk and talk that a rigidity 
of the legs is discovered and usually spasmodic, athetoid or choreiform move- 
ments of the arms, with a degree of incodrdination. Inability to support the 
head, curvature of the spine, strabismus and difficulty in articulation and swal- 
lowing are sometimes present, and mental defect is common. The disorder 
is usually bilateral, but sometimes limited chiefly to one arm. Very com- 
monly the arms escape, and there is adductor spasm of the legs with cross- 
legged progression. Recurring convulsions are sometimes seen, and may 
continue as a form of epilepsy. The preponderance of the affection of the 
legs is due to the fact that their centre is situated nearer the middle line and 
the point of greatest compression then is the arm centre. The difficulty in 
swallowing, and the retraction of the head are probably caused by hemor- 
rhage in the region of the medulla. It is likely that many cases of epilepsy 
and of mental defect are due to slight damage to the brain during birth. 

The diagnosis of the malady rarely presents much difficulty. The most 
important distinctions from other cerebral diseases are that there is no history 
of a definite onset at any time after birth, and that the condition is not pro- 
gressive. These two features distinguish it from tumor of the pons producing 
bilateral weakness and spasm. Accidental hemiplegia occurring during 
infancy may resemble one-sided birth palsy, but there is usually a distinct 
history of acute symptoms at the onset. Moreover, even in the apparently 
unilateral birth palsy, there is almost invariably some slight disturbance of 
the same kind as that on the affected side. In the cases in which the legs 
suffer much more than the arms, the diagnosis from cases of spinal spastic 
paralysis is difficult. Still in the birth palsy traces of the disorder will be found 
in the parts which appear at first sight to be free. The movements of the 
hands are distinctly awkward, and differ from those of a healthy child. Then, 
too, the case is probably one of birth palsy if there is no history of definite 
onset, and the child has never been able to walk ; since chronic disease of the 
spinal cord. is almost unknown in childhood. When the weakness of the 
legs is slight, the gait somewhat awkward, the muscles large and firm, and 
the calf-muscles somewhat contracted, the case may be mistaken for one of 
pseudo-hypertrophic muscular paralysis. It is, however, distinguished from 
the latter by the absence of the characteristic condition of the muscles around 
the shoulder, the fact that the contraction can be overcome, and the presence 
of exaggerated reflexes and of reflex spasm on cutaneous stimulation. 

As regards the prognosis, the tendency is toward slow improvement, particu- 
larly slow in the first half of childhood. In almost all cases in which there 
is not actual idiocy, the-patient ultimately /earns to control the muscles and to 
walk, though in severe cases the gait almost always preserves more or less 
peculiarity. The hands also become steadier in time. No opinion can be 
given as to the mental condition until the second year of life is passed, when 
the prognosis will be guided by the amount of defect discovered. 
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Treatment consists in training the motor powers by rhythmical gymnastic 
exercises, in checking any tendency to epileptiform seizures and. in employing 
instrumental support if necessary. Operation for talipes is never justified, as 
there is no permanent shortening of the muscle. Electricity is useless. 


MuscuLaR ATROPHIES AND HYPERTROPHIES. 


LANDON CARTER GRAY (New York Med. Journ., 1888, xlvii. 583) says that 
disease of any part of the neuro-muscular apparatus—i. e., the muscles, the 
motor nervcs and the ganglion cells of the anterior column of the gray 
matter, is apt to extend to the two other parts or to be associated with them. 
This apparatus begins with the centres in the third ventricle and terminates 
with the motor end-plates in the muscle. There are reasons to believe that 
the ganglion cells of the anterior columns are of two kinds, determining 
either motor paralysis or wasting of the muscular fibre as the first and pre- 
dominant symptom. Nevertheless, in every case of disease of this region of 
the cord, there are, sooner or later, both muscular atrophy and motor paralysis. 
Disease of any part of the neuro-muscular apparatus produces the three 
symptoms: 1, motor paralysis; 2, muscular atrophy; 3, electrical changes, 
brought about by degeneration of nerve and muscle. It is easy to under- 
stand, then, why there is so much dispute as to which part of the apparatus 
is affected when these three symptoms are present. As the nervous system 
can only express itself through the muscles, it is the muscles that we are to 
study in all diseases of the neuro-muscular apparatus. 

The disorders of this apparatus are known as: 1. Myelitis of the anterior 
cornua. 2. Glosso-labio laryngeal paralysis or bulbar paralysis. 3. Pro- 
gressive ophthalmoplegia. 4. Muscular pseudo-hypertrophy. 5. Progressive 
muscular atrophy. The first three are due to lesions of the anterior column, 
consisting principally of destruction of the ganglion cells, with subsequent 
atrophy of the muscles and nerves ; the fourth is of muscular origin; the fifth 
may be due to spinal or to muscular lesions, or to both. 1. Myelitis of the 
anterior horns is a lesion in the anterior gray matter of the cord. It produces 
an acute, subacute or chronic paralysis of the extremities, followed by atrophy 
and altered electrical reactions of the muscles. In children it is usually con- 
fined to one limb; in adults it is generally in the form of paraplegia. It is 
most common in the first three years of life and between the ages of eighteen 
and forty. 2. Glosso-labio-laryngeal paralysis is due to implication of the 
nuclei of the hypoglossal, facial and spinal accessory nerves in the medulla. 
It is a paralysis usually preceded by atrophy affecting, in order, the tongue, 
the lips and lower part of the face and finally the larynx, pharynx, cesopha- 
gus and heart. There is difficulty in the pronunciation of the tongue and 
lip sounds. 38. Progressive ophthalmoplegia is caused by an affection of the 
nuclei of the ocular nerves in the floor of the aqueduct of Sylvius and the 
third ventricle. The muscles involved are sometimes the internal (sphincter 
of the pupil and tensor of the choroid), sometimes the external and some- 
times partially both. 4. Muscular pseudo-hypertrophy is a disease of early 
childhood, beginning with falls and increasing weakness. There is a deposit 
of fat around the muscular fibres, especially of the lower extremities. The 
arms and shoulders are usually affected simultaneously, and the contrast be- 
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tween the atrophy of the parts and the apparent hypertrophy of the legs is 
very striking. 

Progressive muscular atrophy is a disease about which there has been much 
confusion, increased by the effort to form many different ‘‘ types.” We may 
accept four types: a. The hand type, which begins with the muscles of the 
thumb and fingers, producing the ‘‘ape hand” or the “claw hand,” often 
after a long time extends up the arm involving certain muscles in a regular 
order and sooner or later attacks the trunk and possibly the nuclei in the 
medulla. 5. The juvenile type (Erb), in which the onset is almost always in 
the muscles of the shoulder and upper arm, less often in those of the pelvis 
and lower extremities. c. The infantile facial type (Landouzy and Déjérine), 
which generally begins with an atrophy of the muscles of expression; with 
the lips and eyes protruding, the brow like ivory, the motions of the lips 
incomplete. When the face is wasted, the muscles of the shoulder and arm 
are next involved, certain of them usually remaining intact. d. The peroneal 
type (Charcot, Marie and Tooth), in Which the muscles of the leg are first 
attacked, then those of the hand and those of the forearm some years later. 
The author gives a table stating exactly which muscles are diseased in each 
type. The course of progressive muscular atrophy is gradual and the dura- 
tion from five to thirty years. The paralysis is usually proportionate to the 
atrophy. Sometimes pseudo-hypertrophy is conjoined with the muscular 
atrophy. It would seem that most cases are of central origin, but a few are 
clearly muscular. 

As regards diagnosis, the presence of the three symptoms alluded to is ab- 
solute proof of the existence of disease of the neuro-muscular apparatus. The 
various forms are then to be distinguished from one another. When the 
lesion is in the anterior columns, there are the symptoms peculiar to one of 
the three diseases first described. The diagnosis of disease of the muscles 
alone can only be positively made in muscular pseudo-hypertrophy and in 
the infantile facial type of progressive muscular atrophy. It has been claimed, 
but it is not certain, that the “ hand type” is always of central origin, or that 
the “juvenile type” is uniform and purely muscular. Fibrillary contractions 
and the reaction of degeneration occur in both central and peripheral forms. 
Other diseases of the spinal cord and its membranes might extend into the 
anterior horn and are to be distinguished from these under discussion by the 
presence of their characteristic symptoms, as well as of marked sensory, ves- 
ical and rectal disturbances. Such diseases are spinal hemorrhage, trans- 
verse myelitis, syringo-myelitis and locomotor ataxia. Neuritis is distin- 
guished by the presence of pain, edema and hot, glossy skin; and multiple 
neuritis by pain and steady progress of the bilateral paralysis and atrophy 
within a week or two, while the pain persists. Lead paralysis, meningitis 
and atrophy from joint disease should be easily differentiated. 

The most frequent causes of the neuro-muscular diseases are infection, 
heredity, muscular strain, trauma, acute diseases, exposure to continuous cold 
or warm weather. Heredity is usually found in the infantile facial and 
plays an important role in all forms. Progressive muscular atrophy often 
follows the acute diseases. 

The prognosis varies. There is always an incurable residue in myelitis of 
the anterior horn, bulbar palsy is always fatal and progressive ophthalmo- 
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plegia usually so. Muscular pseudo-hypertrophy is incurable. Progressive 
muscular atrophy usually runs a fatal course, but it is possible that the purely 
muscular forms may be amenable to treatment. 

Treatment.—Rest, sometimes in bed, is of prime importance in every case of 
muscle or nerve degeneration. The faradic, galvanic and, in cases of great 
atrophy, the static electrical currents are to be applied to the spinal cord, the 
motor nerves and the muscles themselves. Massage, used gently and not long 
at a time, is sometimes useful, but may prove harmful. Drugs are of little use 
except in the acute or subacute form of myelitis of the anterior horn and in 
progressive ophthalmoplegia. Iodide of potash, ergot and strychnia may be 
employed, but the author has never seen any tangible results from them. 


PLEURISY AS A PREDISPOSING CAUSE OF PHTHISIS PULMONALIS. 


WEsTBROOK (NV. Y. Med. Journ., 1888, xlvii. 617) says that, admitting the 
tubercle bacillus as the undoubted exciting cause of phthisis, the question 
arises regarding the existence of local or general predisposing pathological 
conditions. Pleurisy would seem to be capable of producing a vulnerability 
of the lung tissue, though in some instances it is probably merely an indica- 
tion of constitutional weakness. Pleurisy is, at any rate, often observed as an 
antecedent of phthisis, but the exact relation of the two has been much dis- 
cussed. These cases may be divided into five classes: 

1. Those in which a pleurisy with effusion occurring in a person with good 
health is immediately followed by rapidly progressing pulmonary tuberculosis. 
The pleural inflammation in these cases is undoubtedly of tubercular origin. 

2. Cases of sero-fibrinous pleurisy, followed by a slow development of 
chronic interstitial pneumonia. This pulmonary inflammation may be tuber- 
cular in its origin, but the final development of distinct tuberculosis is at any 
rate to be looked for. 

8. Cases of sero-fibrinous pleurisy ending in recovery, but followed after 
some months by the development of tuberculosis at one or both apices. These 
are usually observed in persons constitutionally weak or whose health has 
been impaired. That the pleurisy was itself tubercular is possible, but 
rendered improbable by its occurrence in the lower part of the chest, while 
the tuberculosis which subsequently develops is 

4. Cases occurring in middle or advanced life, in which a sero-fibrinous 
pleurisy has become chronic, with deposits of false membrane, through 
neglect or failure to recognize the disease. Many of these finally develop 
tuberculosis pulmonum, but the interval is so great that the pleurisy cannot 
but be regarded as primary and simple in its character. 

5. Cases in which an empyema antedates the tuberculosis. 

The author reports numerous instances illustrative of these classes and 
draws the following conclusions : 

a. Sero-fibrinous pleurisies, apparently of simple origin and terminating 
in complete recovery, may be followed, after a lapse of a few months, by 
the development of phthisis pulmonalis. 

b. In all probability the pleurisy in these cases acts as the predisposing 
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e. Primary sero-fibrinous pleurisy may result in fibroid phthisis with the 
subsequent occurrence of tuberculosis pulmonum. 

d. Fluid effusions remaining in the chest for a long time may, finally, 
so interfere with the nutrition of the lungs or of the body at large as to 
render it liable to general or local tubercular infection. 

e. No case of pleurisy should, therefore, be neglected, but great care 
should be taken that after apparent recovery the health is completely 
restored. For at least a year the physician should keep a watch over the 
patient and should order prolonged rest from business, change of climate, 
etc. In patients who have reached middle life and whose costal cartilages 
have begun to lose their elasticity, effusions should not be allowed to 
remain in the chest more than two or three weeks and should be aspirated 
at short intervals, if the fluid reaccumulates. If dulness and feeble respi- 
ratory murmur continue after the fluid is absorbed, tonics and alteratives 
should be persevered with for a long time. The regular employment of 
gymnastic exercises and the inhalation of compressed air are great aids in 
reéxpanding the chest. 


CARDIAC DEGENERATION FROM THE PRESSURE OF ABDOMINAL TUMORS. 


BEDFORD FENWICK (Lancet, 1888, i. 1015, 1067) enumerates the various 
causes of degeneration of the heart muscle and says that no attention has been 
drawn to the fact that the pressure of abdominal tumors may produce the 
same effect. He reports twenty-two cases, chiefly of ovarian cystic diseases, 
in most of which sudden death occurred, and in which the muscular fibres 
were found to have undergone fatty degeneration. He concludes: 1, that 


the sudden death which occurs in cases of ovarian cystic disease is often, if 
not always, caused by fatty degeneration of the heart. 2. The long-con- 
tinued upward pressure of intra-abdominal tumors is almost certainly a cause 
of fatty infiltration and degeneration of the heart muscle. 3. The cystic 
forms of tumor are those which most commonly exercise this morbid change; 
perhaps, because they can exercise a greater pressure on the thoracic cavity, 
for a longer time without killing the patient, than a solid tumor could do. 
Pregnancy, it is true, is a kind of cystic growth ; but it does not produce this 
change in the heart muscle, because it exerts considerable pressure for but a 
very short time. Then, too, by a provision of nature, the heart hypertrophies 
to meet the dangerous results of pressure thrown upon it by the pregnant 
uterus. 

The diagnosis of this condition of the heart is difficult, but is based upon 
the pathological conditions present. 1. The heart’s impulse is very feeble 
and diffused, the sounds dull, especially over the right ventricle, and the 
first sound, perhaps, inaudible. 2. The radial pulse is feeble, small and 
compressible. Its rate may be slow or rapid and irregular, but in either case 
a very important symptom is that on the slightest exertion there is an 
unusual though temporary acceleration of the pulse. 3. There is a tendency 
to local anemias and local congestions, pallor of the skin, faintness and even 
syncope, a constant inclination to yawn or sigh and, possibly, a marked con- 
dition of dyspnea. The diagnosis is aided if the age of the patient is over 
forty, if she has wasted and has been compelled to lead a sedentary life and 
if the pressure has been kept up for over nine months. 
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Treatment should be directed toward improving the nutrition of the cardiac 
muscle, while paying regard to the general health. Regular exercise, even a 
little at a time, is all-important, and in view of the dangers to the heart, the 
early removal of the tumor should be advocated, or, if this is not practicable, 
tapping should be resorted to. 


HyYPopERMATIC USE OF NITROGLYCERIN IN HEART FAILURE. 


FussELL (Med. and Surg. Report., 1888, lviii. 695) reports three cases of 
heart failure in all of which death seemed imminent. The first patient 
was a case of mitral disease, subject at times to the usual symptoms of general 
venous congestion. She had been taking nitroglycerin by the mouth, 
and had been feeling unusually well, when she was suddenly seized in the 
night with intense dyspncea, and soon became unconscious, while the lungs 
were filled with bubbling raéles. Two drops of a one per cent. solution 
of nitroglycerin were administered hypodermatically, though the case was 
considered hopeless. In twenty minutes the dose was repeated, and in the 
course of an hour the patient could talk and lie down without trouble, and 
the riles had almost completely disappeared from the lungs. 

A second case was one of syncope and sudden heart failure in the course of 
typhoid fever. The face was cyanosed, and the pulse irregular and so rapid 
that it could not be counted. The drug in this instance had an equally good 
effect. The third patient, one suffering from mitral disease, was relieved 
from suddenly developing symptoms of extreme cardiac insufficiency by two 
drops of a solution of the drug, followed by one drop more in half an hour. 

The author highly recommends this plan of treatment on account of its 


superiority to the hypodermatic use of whiskey or digitalis, both in certainty 
and rapidity of action. 


BRACHYCARDIA. 


In a long article on brachycardia, or retardation of the pulse, GRoB (Deutsch. 
Arch. f. klin. Med., 1888, xlii. 574) reports a number of cases from his own 
experience, and collects others from the literature, making 140 in all, of 
which 181 were males, He divides the subject into physiological, idiopathic 
and symptomatic brachycardia, and reports instances of each. The first 
includes those cases in which there is slowness of the pulse without symptoms 
in healthy individuals, or independently of the disease from which they may 
be suffering. It is also seen in healthy women in the puerperal state, or 
after abortions. Those fasting likewise exhibit the same phenomenon. 

Idiopathic brachycardia is that which occurs with its attendant symptoms 
as an independent disease, without any discoverable lesion of any organ of 
the body. It sometimes follows the ingestion of indigestible articles of food, 
depressing mental condition, extreme exhaustion, great pain, or nervous shock. 
It may be considered a cardiac neurosis, and may be transitory or more 
lasting. The third group, the symptomatic, is by far the largest, and includes 
all those cases in which the temporary retardation of pulse is the result of some 
other disease. The diseases causally related to the 122 cases of symptomatic 
brachycardia which the author reports from his own experience and that of 
others, are as follows: Articular rheumatism, 27 cases; diseases of the circu- 
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latory apparatus, 16 cases; diseases of the digestive tract, 14 cases; diseases 
of the central nervous organs and of the peripheral nerves, 9 cases; chronic 
infectious and constitutional diseases, 9 cases ; convalescence after acute febrile 
disorders, 43 cases. The retardation of the pulse in rheumatism appears to 
be due to the influence of the poison upon the heart. In diseases of the heart 
it may occur under a variety of conditions, one of the most frequently reported 
being fatty degeneration of the organ. Among nervous affections which may 
produce retardation of the pulse are both simple and tubercular meningitis, 
as well as pachymeningitis hemorrhagica in some cases, the first stages of 
apoplexia cerebri, syncope and apparent death, increased intracranial pres- 
sure, especially of the medulla oblongata, produced by tumors or in other 
ways, occasionally injuries of the upper part of the spinal cord, diseases of 
the peripheral nerves, as illustrated by some cases of sciatica, diseases of the 
cardiac nerves themselves, exceptionally Basedow’s disease instead of causing 
the usual acceleration. 

Brachycardia in diseases of the digestive tract, produced by reflex action 
through the vagus or splanchnic, is seen in indigestion, long-continuing con- 
stipation and icterus. The author has also seen it in a case of carcinoma 
cesophagi, one of carcinoma ventriculi, one of ulcus ventriculi and in two 
cases of typhlitis. Chronic infectious and constitutional diseases producing 
quite marked but temporary brachycardia, are represented in his experience 
chiefiy by cases of gonorrhea and soft chancre, all of them complicated by 
epididymitis or by bubo, and further by a case of anemia. In convalescence 
from the acute febrile diseases it is seen especially after typhoid fever, but is 
also reported after typhus, diphtheria, pneumonia, measles and scarlatina. It 
is also to be remarked that in rare instances the pulse is retarded during the 
fever, to reach its normal frequency during convalescence. 

Certain symptoms not infrequently attend the retardation of pulse, among 
which may be mentioned fainting, extreme oppression, epileptiform or apo- 
plectiform attacks, vertigo and attacks of weakness, 


A CasE OF IcTERUS GRAVIS; ACUTE CIRRHOSIS OF THE LIVER. 


Korner (Deutsch. Archiv f. klin. med., 1888, xlii.615) reports an interesting 
case, in which, after a sudden onset with headache, vomiting and weakness 
without known cause, icterus developed and was attended by bleeding from 
the nose and gums, headache, extreme restlessness, eructations, bad taste in 
the mouth, icteric urine, general pain and some tendency to stupor. The liver 
was very tender to pressure and somewhat swollen. Later the stupor deepened, 
the swelling of the liver grew less, the urine contained leucin and tyrosin, the 
temperature arose suddenly to over 104°, and the patient died with the symp- 
toms of acute pulmonary cedema after an illness of twelve days. The autopsy 
showed the liver to be of nearly normal size, and, for the most part, of an 
ochre-yellow color. Under the microscope there were found the evidences 
of an acute inflammation of the connective tissue of the organ, with com- 
pression and atrophy of the liver cells, but without any signs of the primary 
degeneration of the glandular structure of acute yellow atrophy. 


SURGERY. 


SURGERY. 


UNDER THE CHARGE OF 
J. WILLIAM WHITE, M.D., 


SURGEON TO THE PHILADELPHIA AND GERMAN HOSPITALS; CLINICAL PROFESSOR OF GENITO-URINAKY 
SURGERY IN THE UNIVERSITY OF PENNSYLVANIA, 


IoDOFORM TAMPONADE. 


Dr. EMIL SENGER (Deutsch. medicin. Woch., No. 24), in his Annual Retro- 
spect of Surgery, says: The iodoform tamponade is to-day used in many 
clinics, and is especially applicable to wounds, of the absolute sterility of 
which the operator cannot be assured. At the time of operation the wound 
is packed with iodoform gauze, the sutures are inserted, but not tied, and the 
wound is dressed antiseptically; if on withdrawing the tampon the wound 
is found free from reaction, the surfaces are approximated and the sutures 
knotted. Helferich groups the cases which especially indicate this method of 
treatment under four heads. He urges its adoption in the surgical treatment 
of: 1, tuberculosis; 2, all septic wounds; 3, bleeding; 4, diseases of the intes- 
tinal or genital tract. 


Skin TRANSPLANTATION. 


THIERSCH presented to the Deutsch. Gesellschaft fiir Chirurg. (Beilage zum 
Centralblatt fiir Chirurgie, No. 24, 1888) two cases of extensive skin transplan- 
tation. The first, suffering from a superficial carcinoma of the forehead, the 
size of the palm and involving the bone, underwent an operation, by which 
the whole diseased area was removed, including the pericranium and affected 
bone. A small surface of dura mater was exposed near the root of the nose. 
Since transplanted skin will not adhere to compact bone, the borders of the 
opening were freshened by means of a hammer and chisel. The bleeding was 
entirely checked by pressure and the wound covered in by long and moder- 
ately broad flaps. In ten days it was entirely healed, except in a few spots 
where the freshening of the bone was neglected. Three weeks later the 
whole wound was granulating, the skin having disappeared, and three new 
cancerous nodes were seen in the surrounding skin. The nodes were removed, 
the granulations scraped, the whole surface was again covered with trans- 
planted skin, and permanent healing quickly followed. 

The second patient was suffering from a malignant ulceration of the left 
side of the face. The cheek and lower eyelid were mostly destroyed; also the 
lateral surface of the nose, the inner commissure of the eyelids, and the inner 
half of the upper eyelid; the cavities of the mouth and nose were ' oth opened. 
Extirpation of the diseased area, including the eyeball and affected bone 
was performed. Since the transplantation of isolated pieces of skin upon 
raw surfaces which communicate with mucous membrane cavities is not suc- 
cessful, the wound was closed by a flap, the size of the palm, taken from the 
frontal and temporal regions, preserving in front of the ear a root about the 
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breadth of two fingers. The gap in the fronto-temporal region was completely 
covered in by strips of skin. Both wounds were entirely healed in eight days. 

In both cases sterilized salt solution (6: 1000) and sterilized dressings were 
used in the operation and after treatment. Thiersch prefers moist to dry 
dressings. 


THE PROGNOSIS OF CANCEROUS AFFECTIONS. 


FIscHER, in 1881 (Deutsch. Zeitschrift fiir Chirurg., xiv. Bd.), published the 
statistics of Professor Rose’s cases of malignant disease operated on in the 
Zurich Canton Hospital and in private practice from 1867 to 1878; in all, 298 
cases. Leaving out the private cases, 42 in number, there were living at the 
time Fischer’s article appeared 98 patients. 

In the interest of a more thorough knowledge as to the ultimate prognosis 
of malignant diseases MEYER reports (Jbid., xxviii. Bd. 10, 2 Heft) the result 
of his investigation into the subsequent history of these cases. 

Of the 98 patients, definite knowledge could be obtained of 64. 22 are still 
living and free from recidivity. 19 died from causes not connected with their 
original disease; of this number, 6 perished within three years of the opera- 
tion, the remaining 13 at periods varying from 4 to 16 years. 

Of the 22 patients still living, 11 suffered from carcinoma, 7 from sarcoma, 1 
from melano-sarcoma, 1 from carcinoma-sarcomatodes, 2 from cysto sarcoma. 

In all these cases, the diagnosis had been confirmed by microscopical 
examination. 

OHREN (Archiv fiir klinisch. Chirurg., xxxvii. Bd., Heft. 2) gives the statistics 
of 72 cases of cancer involving the face, the lips excepted; of these, 3 died 
shortly after the operation, 20 from recidivity, 7 are suffering from a return of 
the disease, 8 died from causes other than cancer, 23 still live and exhibit no 
sign of recidivity. Of these 23 cured cases, three years or more have elapsed 
since the operation in 9 only. Many of these cases exhibited advanced dis- 
ease requiring ablation of extensive areas of soft parts and free chiselling of 
bone. Ohren confirms Thiersch’s observation that “the interval between 
operation and recidivity becomes shorter with each succeeding operation.” 


EXTIRPATION OF THE SPLEEN. 


FEHLEISEN reports two cases of total extirpation of the spleen for echino- 
coccus cysts (Deutsch. medicin. Wochenschrift, No. 24, 1888). The first was 
operated on in November, 1886, by von Bergmann. The diagnosis lay between 
a large and very movable cyst or a wandering spleen. The patient recovered 
promptly from the operation. At no time has there been any enlargement of 
the glands or alteration in the blood. The patient is well and able-bodied. 
The second case was operated on in February, 1888. It ran an apyretic 
course, and, at the time of reporting, the wound was entirely healed. 


EXCISION OF A DISLOCATED SPLEEN AND SUBSEQUENT EXPECTORATION 
OF THE LIGATURE OF THE PEDICLE. 


McGraw reports ( Zhe Medical Record, vol. 33, No. 26) a case of splenectomy, 
remarkable both in its history and sequel. The patient, wt. forty, suffered 
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from malaria for two years; subsequently received a violent blow in the side, 
which confined her to bed for three weeks; then noticed a movable tumor in 

the lower part of the abdomen, which grew for a time and was accompanied 

by paroxysms of colicky pain, together with suppression of menses. This 

continued for seven months, when the menses reappeared. There was an 

interval of nine years in which the tumor ceased to grow and the patient 
suffered from no distressing symptoms. In 1886, the pain returning, the 

patient sought medical aid. 

On examination, a tumor of semi-solid consistency was found filling the 
whole iliac fossa and extending about an inch over the median line to the 
left. It pressed the uterus and bladder far to the left and filled up the right 
side of the true pelvis to within two inches of the outlet-—immovable, not 
yielding to pressure nor changing in position. 

An exploratory incision, two inches long, midway between the pubis and 
the navel showed that the tumor was not attached to either uterus or ovary.- 
On enlarging the incision no adhesions were found, the tumor being simply 
wedged in between the bones of the pelvis and the pelvic contents. A fuller 
examination proved the growth to be an enlarged and dislocated spleen, with 
a very long pedicle. It was turned out, the pedicle transfixed and tied, one- 
half at a time, the thread being finally knotted about the whole; apyretic 
course for one week; pain in left shoulder. Albumin shortly appeared in the 
urine, the temperature rose and the patient suffered from pleuro-pneumonia 
of the lower lobe of the left lung; in four weeks from the onset of the pneu- 
monia, convalescent; the only troublesome symptom remaining was a per- 
sistent pain in front of the left shoulder. The pain continued, together with 
a troublesome cough and finally some hemorrhages, for about nine months, 
when the ligature applied to the spleen pedicle, still exhibiting the knots 
originally tied, was coughed up. This was followed by disappearance of cough 
and cessation of the shoulder pain. 

For several months after the operation the number of white corpuscles was 
increased, the blood containing six times as many in proportion to the red, as 
healthy blood. Later the proportion became normal. 

McGraw records another case of splenectomy, undertaken on account of an 
enormous tumor which filled up the abdomen to such an extent as to make 
breathing difficult. The spleen had contracted adhesions both to the abdomi- 
nal parietes and to the diaphragm; the separation of the latter was attended 
by free and persistent hemorrhage. A vein in the pedicle was also ruptured, 
but was secured by ligature. 

The bleeding from the diaphragm could not be controlled, and caused death 
two and a half hours after the operation. 


THE OPERATIVE TREATMENT OF SEPARATION OF THE ABDOMINAL 
PARIETES FOLLOWING LAPAROTOMY. 


R. CHrospak (Internat. klin. Rundschau, 1887, Nos, 44 and 45) remarks that 
bandages and supports are by no means satisfactory in the treatment of the 
occasionally enormous hernias which appear at the seat of laparotomy wounds; 
nor is excision of the superfluous skin successful in giving permanent relief. 

Chrobak has operated upon two cases with complete success. The cure was 


804 PROGRESS OF MEDICAL SCIENCE. 


radical, the convalescence uninterrupted and rapid. He divides the thin skin 
together with the peritoneum ; the latter is immediately sutured. The super- 
fluous skin is resected, and all fat and connective tissue down to the sheath 
of the recti muscles is dissected away. By means of strong sutures pene- 
trating not only the sheaths but the muscular substance also, the diastasis is 
obliterated. A small drainage tube is placed in the wound and the skin is 
sutured. 

Maydl has operated upon several cases in a similar manner; he splits the 
sheaths of the two recti muscles and unites the sheaths anc the muscles of 
the two sides separately to each other. 


GASTROENTEROSTOMY. 


LAUENSTEIN (Centralblatt fiir Chirurg., No. 26, 1888) records a case of 
gastroenterostomy for carcinomatous obstruction of the pylorus, which termin- 
ated fatally from the physiological exclusion of the greater part of the small 
intestine, a loop of ileum within sixteen inches of the ileocolic valve having 
been opened and stitched to the stomach. The patient, ext. sixty-five years, 
suffered from pain in the stomach for several years; from vomiting and con- 
stipation for some months. On examination a slightly movable tumor, the 
size of a small apple, was found lying near the umbilicus when the stomach 
was empty ; carried up to the lower border of the ribs on the right side when 
food was taken. The gastric juice contained only a trace of hydrochloric 
acid. On opening the abdomen the pyloric tumor was found surrounded by a 
number of enlarged glands matted together. Gastroenterostomy was decided 
upon; a moderately full loop of small intestine, lying directly under the 
transverse colon, was drawn out and touched with crystals of sodium chloride. 
A distinct vermiform motion was shortly perceived passing from left to right, 
which Nothnagel regarded as reversed peristalsis. 

An opening about two inches long was made in the bowel and stomach, 
and apposition maintained by two circles of continued, silk suture. The 
opening in the stomach was three fingers’ breadth from the border of the car- 
cinomatous tissue and one finger’s breadth above the greater curvature. 
The operation lasted one hour. 

No symptoms arose the first two days, except vomiting of bile, which was 
repeated three times. Nutritious enemata at first; after two days bouillon, 
milk and wine were given by the mouth, beginning with teaspoonful doses. 
Forthwith and till death, nine days later, appeared copious watery evacua- 
tions, dark brown in color and extremely feculent in odor. Meat appeared 
per rectum practically unchanged one-half hour after it had been taken into 
the stomach; there was evidently entire lack of either digestion or absorption, 
and the patient perished from inanition eleven days after the operation. On 
section, the intestine was found to pass in the opposite direction to that indi- 
cated by Nothnagel’s test. The opening in the small intestine lay about six- 
teen inches from the ileocolic valve, the fistula was patulous to the thumb, well 
formed, round and covered through its whole extent with mucous membrane. 
The physiologically excluded intestines were empty and contracted. 

In such cases Lauenstein advises careful search for a loop of the jejunum, 
which should be stitched to the stomach; this is to be preferred, even though 
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a larger abdominal wound be required. He also advises that the gut and 
stomach should be united by one posterior row of sutures before the opening 
is made. 


EXTIRPATION OF A CANCER OF THE LARGE INTESTINE. 


Von BERGMANN (Deutsch. medicin. Wochenschr., No. 24, 1888) reports a 
remarkable case of intestinal cancer successfully treated by operation. The 
seat of disease was the descending colon at the beginning of the sigmoid 
flexure; the nodulated tumor was closely adherent to the concavity of the 
ileum. On laparotomy and exposure of the diseased area, a second intestinal 
loop, supposed to be small intestine, was found so firmly matted to the mass 
that it could not be separated, but, with the diseased colon, was resected. 
This resection involved also a large piece of the mesocolon which had be- 
come involved in the primary growth or its lymphatic extension, and many 
ligatures were necessarily applied to check the very free bleeding. The con- 
tinuity of the healthy intestine which had been resected simply on account 
of tight adhesions, was restored by a circular intestinal suture ; the two ends 
of the colon, however, after the cancer-bearing portion had been cut away, 
were stitched to the external wound, making an artificial anus. 

On the second day after the operation, high temperature, tympanites, pain 
and vomiting pointed to the development of peritonitis. The wound was 
opened again and the resected ends of intestine, which had been sutured 
together, were drawn out. A portion near the line of suture was discolored 
and clearly gangrenous ; the thread was removed and both ends secured to 
the external wound; the latter now contained four intestinal lumina. The 
general condition of the patient improved, pain and swelling disappeared, 
the wound suppurated. Almost four weeks later a gangrenous piece of in- 
testine nearly a foot long was discharged. The suppuration diminished, and 
there remained siinply dn artificial anus, about the size of a silver dollar, 
from which folds of prolapsed mucous membrane projected. 

In March, when an examination of this opening was made with a view to 
its closure, in place of four intestinal openings but two were found, separated 
from each other by a thick partition wall. This was explained by the fact 
that both loops of resected intestine were from the colon; the portion between 
the two resections having sloughed, probably on account of its circulation 
being cut off by the many ligatures applied while removing the diseased 
mesocolon, was discharged en masse, and left only the extreme upper and 
lower intestinal extremities adherent to the surface wound. 


EXTIRPATION OF THE RECTUM. 

BARDENHEUER exhibited his method of operating to a number of the 
members of the Surgical Congress (Beilage zum Centralblatt fiir Chirurg., 
No. 24, 1888). The patient was an old woman suffering from a cancer ex- 
tending to the breadth of several fingers above the sphincter. 

Operation.—Dorsal position, with elevation of the buttocks. The incision 
in the middle line exposed the coccyx and lower portion of the sacrum ; 
removal of the latter by means of the bone forceps. The sphincter was not 
divided. The unopened rectum was freed from adhesions by means of tearing 
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with the fingers and blunt instruments, a provisional ligature was placed in 
the healthy parts above and below, and the tumor was excised. After closure 
of a peritoneal rent made while isolating the tumor, the continuity of the 
bowel was again restored by suturing the upper and lower ends together. 
The sacral wound was left open, the cavity about the rectum being carefully 
tamponaded with iodoform and iodide of bismuth gauze, and a thick rubber- 
tube was placed in the rectum. 

The duration of the operation was thirty minutes. Bardenheuer has 
operated in this manner upon thirteen cases, losing two; one from exhaus- 
tion in twenty-four hours, one from the rectum being constricted in a rent of 
Douglas’s pouch and becoming gangrenous, 

K6nie (/oe. cit.) subjects his patients to a preparatory course lasting from 
four to eight days, thoroughly emptying the bowels and withholding food 
which leaves much detritus. A posterior central incision is made and the 
bowel torn loose with the finger, often high above the peritoneal attachment. 
All involved lymphatic glands are removed. The wound is thoroughly 
washed out with antiseptics (carbolic or salicylic solution), sprinkled with 
iodoform and either packed with iodoform gauze, after the insertion of a few 
sutures, or drained by means of numerous deep sutures passing to the rectal 
walls, 

Of the sixty cases operated upon, twenty-four per cent. died; ten per cent. 
remained cured after three years; eighteen per cent. after two years. Three 
patients suffered from recidivity after they had remained well for upward of 
three years. 

In regard to the function of the new rectum, of twenty-one patients exam- 


ined, but six were able to retain their feces ; three suffered also from stenosis. 

Von BERGMANN (/oc. cit.) considers that the danger of rectum extirpation 
is very much lessened, and prefers this procedure to colotomy; he mentions 
Bramann’s success in this operation—of twenty-seven cases, twenty -six 
recovering. 


HEMORRHOIDS. 


Mr. WHITEHEAD describes (British Medical Journal, February 26, 1887) 
an operative procedure for the radical cure of hemorrhoids which he has em- 
ployed in upward of three hundred cases, with complete success in the sequel 
and such a favorable course during treatment that in no instance have symp- 
toms arisen which have given him cause for serious anxiety. The operation 
consists in thoroughly paralyzing the sphincters by digital stretching; divid- 
ing the mucous membrane around the entire circumference of the anus, a 
short distance from its junction with the skin, by means of scissors and dis- 
secting forceps, and dissecting the whole diseased or pile-bearing area from the 
external and internal sphincter until healthy mucous membrane is reached, 
when it is drawn down and stitched to the skin, the hemorrhoidal mass being 
removed. 

ALLINGHAM (Medical Press, June 27,1888) finds the chief disadvantages of 
this method to consist in “the lax and irregular condition of the anus and the 
resultant trouble in separating the mucous membrane from the skin; the time 
required in twisting the vessels in bad cases and the length of the operation.” 

To obviate these difficulties he has devised an instrument with four arms, 
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each of which seizes the mucous membrane at its junction with the skin, and 
can be made to separate from its fellows by means of a screw, converting the 
anus into a square-looking aperture. The line of incision separating skin 
from mucous membrane is now clearly defined, and by using the instrument 
as a handle the parts can be held in the most favorable position for rapid 
dissection up to the internal sphincter. Opposite the position of each large 
pile a thread is passed through the skin around the stems of the pile, brought 
out through the skin again and tied tight enough to prevent hemorrhage. The 
drawn-out pile area is cut off just in front of the ligatures, the mucous mem- 
brane is sutured to the skin and the parts powdered with iodoform. 

WEIR reports (The Medical Record, vol. xxxiii., No. 26, 1888) six severe cases 
of hemorrhoids treated by the Whitehead method. In all, the results were 
satisfactory. The convalescence was rapid and the cure complete. In 
regard to the choice of operative procedure, he says: 

“ While for less severe cases of hemorrhoids the operation of injection with 
carbolic acid (and preferably with the 1 : 20 solution) is to be first thought of, 
and while for the more decided form of this disease Allingham’s method (liga- 
tion) yet stands unequalled, yet for extensive conditions of hemorrhoidal dis- 
ease which have been hitherto treated by tying off three, four, and sometimes — 
more masses, I believe that greater efficacy and greater permanence of cure 
will be accomplished by the resort to Whitehead’s method, and that less after- 
discomfort to the patient will be felt than by the well-known method ot 
ligature.” 


FRACTURE OF THE SKULL. 


Three cases of trephining for fracture of the skull, associated with a wound 
of the middle meningeal artery, are reported by BRUNNER (Correspondenz 
Blatt fiir schweitz. Aertzte, No. 12, 1888). 

1. Compound, comminuted, depressed fracture of the skull. Laceration of 
the dura mater and brain substance. Rupture of the middle meningeal artery, 
with external bleeding. 

The portion of the brain involved in the laceration was included in the 
lower part of the ascending parietal and superior temporal convolution. The 
scalp was shaved and washed with ether, soap and sublimate solution 1 : 1000. 
The wound was enlarged, and. hair, bone, splinters and torn brain tissue were 
carefully washed and picked from its depth. The bleeding which came from 
the auterior branch of the middle meningeal could not be reached directly 
and was checked by iodoform gauze tamponade. Drainage, strict antisepsis, 
uninterrupted recovery. Neither before nor after operation was there loss of 
consciousness, disturbance of sensibility or paralysis. Two years afterward 
the patient was without symptoms and entirely able-bodied. 

2. Compound, comminuted, depressed fracture of the skull, with laceration 
of the dura, escape of brain substance and rupture of the anterior branch 
of the middle meningeal artery ; external bleeding. 

External wound, one and three-quarters inches long, extending from a point 
three inches from the root of the nose and one and three-quarters inches from 
the central line to about the origin of the attolens aurem muscle. On en- 
larging, an area of bone, equal in size to the palm of the hand, was found 
comminuted and driven in upon the brain substance. 
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Patient semiconscious, paralysis of the left side of face and of the right arm 
and leg, the latter not well marked ; involuntary passage of urine and feces. 
Clots, fragments of bone, hair, and torn brain substance were removed. To 
check bleeding thoroughly the bone was chiselled away until the main branch 
of the anterior meningeal artery was exposed, when a curved needle armed 
with a ligature was passed around it. Immediately after the operation con- 
sciousness returned and the patient was able to move the right arm and leg. 
Prompt healing of the wound and disappearance of brain symptoms. 

3. Comminuted fracture of the left parietal bone, not compound. Rupture 
of the middle meningeal artery. Supradural hematoma. Crossed paralysis. 
Trephining and removal of the exudate. Death from pneumonia. 

In this case the symptoms usually considered as diagnostic, i. e., 1, an 
interval of freedom from marked symptoms after an injury ; 2, gradual devel- 
opment of hemiplegia; 3, the typical pressure pulse; 4, stertorous respira- 
tion ; 5, signs of a head injury, Were all present. The skull was trephined 
at Krénlein’s point of election, i. ¢., the crossing of a horizontal line passing 
backward from the supraorbital margin and a vertical line extending upward 
from immediately behind the mastoid process. The clot was found to lie ante- 
rior to this opening. A second trephine opening was made at Vogt’s point 
(middle meningeal), the clot cleared away and the bleeding checked. No 
immediate change in symptoms; gradually the sensibility returned and power 
of motion. Death on the seventh day from lobular pneumonia. 

BARDELEBEN reports (Deutsch. medicin. Woch., No. 24) a case of comminuted 
fracture of the skull, in which the wound lay directly over the centres for 
speech, facial expression (except the eye) and the motion of the forearm. 
Several hours after the extraction of some bone splinters the patient regained 


consciousness. The second day was characterized by an increase in the dis- 
turbance of speech and paralysis of face and forearm. On the evening of the 
third day the right arm and leg were suddenly affected with spasms lasting 
five minutes. These spasms recurred at intervals during the next five days, 
involving the arm and face, and, finally, the face alone. All symptoms 
gradually ameliorated, till, in four weeks from the operation, some weakness 
of the right hand was the only motor trace of the injury left. 


OPHTHALMOLOGY. 


UNDER THE CHARGE OF 
GEORGE A. BERRY, M.B., F.R.C.S. Ep1y., 


OPHTHALMIC SURGEON TO THE ROYAL INFIRMARY, EDINBURGH. 


A New PRAcTICAL OPHTHALMOMETER. 


In the February number of the Revue d’ Ophthalmologie, LEROY and DuBOIS 
describe an ophthalmometer which they claim to be capable of furnishing 
more correct results than the well-known instrument of Javal, and which, 
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besides, has the advantage of being very considerably cheaper. Since the 
introduction of Javal’s ophthalmometer many points of interest have been 
studied in connection with the different relations existing in different cases 
between the amounts of corneal and lenticular astigmatism. The instrument 
has also proved useful as a means of following the changes in corneal curva- 
ture which take place after operations, etc. Such an ophthalmometer, though 
hardly a necessary addition to the requirements of the practical ophthalmic 
surgeon, is yet so easily worked that it can undoubtedly lay claim to being a 
practical instrument. 

In Leroy and Dubois’s ophthalmometer a definite size of corneal image 
(0.044 inch) is taken, as well as a definite distance of object and image, 
and from the size of object corresponding to this image the calculation is 
made, once and for all, of the corresponding radius of curvature and conse- 
quently of the refractive power of the cornea. The image is known to be of 
a definite size when exactly double by an arrangement similar to that used 
by Helmholtz, and the distance is regulated by the focus of the telescope 
which carries the object the image of which is reflected from the cornea. This 
object is a graduated horizontal bar, at either end of which, and about 
eight inches apart, is a sight, one of which is divided into rectangular marks, 
alternately black and white and 0.196 inch in breadth. All that is necessary 
in making a measurement, after the instrument has been got into position, 
is to observe which of these rectangular intervals of the one sight exactly 
covers the sight on the other side, when the image on the cornea is doubled, 
and then to read off the number corresponding to the position of the rectangle, 
a number which is given in dioptres. A reading taken from any two meridians 
at right angles will thus give the value of the corneal astigmatism. The 
meridians of greatest and least curvature, which determine the position 
required for the axis of the correcting glass, are found in the following way: 
having discovered the difference in the refraction of the cornea in any two 
meridians at right angles to each other, that meridian is found the image of 
which corresponds to an object intermediate in size between the first two. 
The meridians of greatest and least curvature lie at angles of 45° to either 
side of this meridian. 


CONJUNCTIVITIS AESTIVALIS. 


An important paper on spring catarrh is contributed by HANsEN GRUT in 
the first number of the new Scandinavian ophthalmological journal (Nordisk 
Ophthalmologisk Tidsskrift), of which he is the editor. The subject is very in- 
differently treated in the text-books. The following is a résumé of Grut’s de- 
scription : 

The affection begins in spring or summer with subjective symptoms similar 
to those of an ordinary conjunctivitis, though there is but little increase in the 
secretions. Generally there is a circumscribed injection of the peri-corneal 
vessels and in this situation small gray, semi-transparent, nodules of a carti- 
laginous consistency make their appearance. Often there are no distinct 
nodules, but a continuous and swollen infiltration at one part of the conjunc- 
tiva surrounding the cornea. The swelling, though it may to some extent 
overlap the cornea, is always clearly defined, and the cornea remains per- 
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fectly clear, while the immediately surrounding portions of the conjunctiva 
assume a whitish appearance. The accompanying objective and subjective 
symptoms are subject to exacerbations and remissions during the course of 
the disease. They diminish in the autumn, the infiltrations flatten down or 
disappear, leaving, however, a certain degree of opacity just at the border of 
the cornea; the following spring the attacks recur and this state of matters 
may continue for years. 

The form just described is the mildest and seems to be the best known. 
Often on everting the lids the surface of the tarsus, especially of the upper 
lid, is found to be whitish, as if covered with a thin layer of milk. In more 
severe cases the tarsal portion of the conjunctiva of the upper lid is covered 
with flattened granulations, the edges of which lie close up to each other. 
By pinching up the everted lid from side to side the separate granulations 
come into prominence, showing too the deep furrows which exist between 
them. A thin probe can then be passed in under them, so that they can be 
shown to be mushroom-shaped, each being perched on a narrow pedicle. 
The granulations cause the eyelids to droop, and the appearance at first sight 
closely resembles that met with in trachoma. These flattened granulations 
are the most characteristic changes in the severer cases and, although they 
do not altogether disappear in winter, they are subject to the same exacerba- 
tions as are met with in the conjunctival swellings surrounding the cornea. 

Hansen Grut believes that the disease is often mistaken for trachoma and 
gives the following points of differences by which they are clinically sharply 
defined: the trachomatous granulations never lose their rounded surface and 
are not separated by deep furrows, whereas those of spring catarrh are flat- 
tened and separated by furrows. Trachoma leads to cicatricial changes, deep- 
seated linear cicatrices. The infiltration in trachoma passes into the tarsus, 
leading to alterations in its shape, to trichiasis and to entropion. This never 
occurs in the case of the granulations characteristic of spring catarrh; when 
the disease, after many years’ duration, has disappeared the conjunctiva is left 
smooth and whitish, but is not the seat of any actual cicatricial formation and 
the tarsus retains its form. A long-continued trachoma is almost always 
associated with pannus. In spring catarrh, on the other hand, the cornea is 
never affected. This is of prognostic importance and, besides, interesting 
as showing that trachomatous pannus has not a mechanical origin—that is, 
is not set up by the friction of the uneven surface of the lid on the cornea. 
This is more especially evident from the fact that the spring catarrh granula- 
tions are much harder and often more massive than those found in trachoma. 
The granulations never appear on the lower lid. 

Notwithstanding the great chronicity of spring catarrh and its rebellious- 
ness to any treatment, cases are occasionally met with in which all the 
changes disappear in an almost incredibly short space of time without leaving 
a trace. An instance of this is cited: a case which had been under the 
writer’s treatment since 1866, in which, after puerperal fever, which occurred 
many years afterward, there was a complete cure, although massive granula- 
tions had existed for sixteen to eighteen years. The granulations differ also 
anatomically from the trachomatous form and consist mainly of a hyper- 
plasia of the superficial elements of the conjunctiva. The affection is always 
bilateral and is met with in children and in adults under thirty-five years. 
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With reference to the name “spring catarrh ” the following remark may be 
quoted: “It has been generally supposed that the disease has an intimate 
connection with the warmer seasons of the year and comes and goes with 
those seasons; hence its name. I have already mentioned that the granula- 
tions, at all evzats, do not disappear in the winter. It is doubtful, indeed, if 
the summer exacerbation, which certainly takes place, is the most character- 
istic phenomenon in connection with the affection. The same holds good of 
other chronic diseases of the conjunctiva. Phlyctenular conjunctivitis flour- 
ishes in spring and summer ; the severe exacerbations of trachoma also take 
place during the warmest summer weather. Heat, with dry air and dust, is 
certainly irritating to a mucous membrane disposed to inflammation.” 

The treatment recommended is the destruction of the granulations with 
the thermo-cautery ; sulphate of copper and nitrate of silver do harm. 


TRAUMATIC PARALYSIS OF THE SIXTH NERVE. 


PuRTSCHER has made a very exhaustive examination of the literature of 
traumatic paralysis of the sixth nerve, a report of which he gives in the June 
number of the Archiv fiir Augenheilkunde. The cases are classified in different 
ways, according to the nature of the complications caused by the injury which 
has given rise to the adducens paralysis, Traumatic paralysis of the sixth is 
rare in comparison with the frequency of injuries to the skull, though rela- 
tively common as an isolated paralysis. Bilateral paralysis is much more 
frequent in the traumatic than in the idiopathic cases. Most frequently, 
when the paralysis occurs on the one side alone, it is on the side of the injury. 


On CERTAIN PUPILLARY CHANGES MET WITH IN CHRONIC PULMONARY 
DISEASE, 


ComInI (Annali di Ottamologia, 1888) gives the histories of nine cases in 
which he has observed mydriasis in phthisis. Most frequently it occurred 
on the right side, coincidently with an alternation at the apex of the lung 
on the same side. Sometimes it was bilateral. Photophobia and paresis of 
accommodation accompanied the mydriasis in some cases. The dilatation of 
the pupil was sometimes transitory, though it did not ever appear, as main- 
tained by Rampoldi, who first described the form, to stand in any direct con- 
nection with the temporary aggravation of any of the symptoms. Rampoldi 
believed the cause to be a reflex irritation, as in the case of mydriasis proceed- 
ing from irritation of the mesenteric plexus. Comini suggests that possibly, 
sometimes at all events, the sympathetic may be directly involved in the 
disease. 


THE DonperRs “ FESTSCHRIFT.” 


In accordance with the law of Holland, professors at the universities are 
obliged to retire when they have attained the age of seventy years. On the 
occasion of the retirement of Professor Donders, which took place on the 
27th of May, he was presented by a number of his former pupils with a Fest- 
schrift, in the shape of a handsome volume, containing original contributions 
from forty different authors. The volume embraces treatises on various 
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medical subjects, only fifteen of which are purely ophthalmological. Of these 
fifteen, the following are the most important: vAN MOLL, On the Absence of 
Torsional Movements on Lateral Fixation; SrrauB, On the Anatomy of the 
Corpus Vitreum; VAN BrRaAAM HouckGEEst, The Superior Oblique Muscle; 
NvEL, On the Treatment of Corneo-scleral Ruptures; HAMBURGER, The 
Influence of the Section of the Optic Nerve in Frogs on the Movement of 
the Pigment in the Cones and Retina; MuLDER, Vertical Lines as seen 
with the Head bent to either Side; SNELLEN, Myotics and Sclerotomy in 
Glaucoma. Most of these are, as will be seen, of a theoretical nature and 
do not call for further consideration here. 

Nuel draws attention to the fact that rupture of the external coats of the 
eye, caused by severe contusions, takes place, in the immense majority of cases, 
concentrically with the corneo-scleral border. He points out very correctly 
that the site of such ruptures corresponds to the angle of the anterior chamber, 
so that they do not involve the ciliary body, as is so often assumed to be the 
case. To this circumstance is to be ascribed the comparatively favorable 
course which accidents of this nature are likely to take, as far as the super- 
vention of any severe inflammation, leading to destruction of the eye, is con- 
cerned. There is, however, often a tendency for the wound in the sclera to 
remain open; so that the anterior chamber is either only imperfectly or not at 
all re-formed, while the aqueous accumulates below the conjunctiva and raises 
it in the form of a bleb in front of the wound. Nuel recommends for such 
cases a treatment which he has found very successful. It consists in performing 
with a narrow knife a sclerotomy through the wound and drawing the sur- 
rounding conjunctiva over it by means of a suture placed in an original 
manner. The object of the operation is to cover the wound with as thick a 
mass of superficial tissue as possible. To effect this, the knife, after cutting 
through the tissues filling up the space between the lips of the wound in the 
sclera, is directed backward, so as to cut out a deep flap of conjunctiva. A 
suture is then placed in the following manner: it is entered at the equator 
of the eye as far back as possible and passed out and in (basted) through the 
conjunctiva for a considerable distance, parallel with the corneo-scleral 
margin. The needle is then carried diagonally over to the conjunctiva im- 
mediately surrounding the cornea at the opposite end of the wound and the 
thread basted in a similar manner close to the cornea and finally brought 
out beyond the wound at the other side. The two ends of the thread are 
then tied tightly together. In this way a large mass of conjunctiva is puck- 
ered up over the wound in a much more efficient manner than could be done 
by the introduction of a number of sutures in the ordinary way. 

Snellen refers to v. Graefe’s caution against substituting sclerotomy for 
iridectomy and ascribing the effect of iridectomy to the wound in the corneo- 
scleral margin. He points out, however, that at that time the value of myotics 
and the combination of myotics with sclerotomy as a means of reducing ab- 
normally increased tension was not known. Snellen recommends the latter 
treatment as a suitable one to begin with in most cases, as, if not successful, 
it can be followed by iridectomy. In two cases in which he simultaneously 
performed iridectomy on one eye and sclerotomy on the other, followed by 
pilocarpine, the sclerotomized eye retained the best vision. In both cases, 
though, it was the last to be attacked by the glaucoma. He has observed 
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complete and permanent cure of glaucoma result from sclerotomy. In one 
case twenty years have elapsed since the operation. Snellen considers myotics 
of prognostic value. When under their action the pupil contracts and the 
tension is diminished, a good effect may be expected from an operation. He 
describes a case of glaucoma in an eye with irideremia and refers to the two 
similar cases published by v. Graefe. In this case the tension was reduced 
by the use of pilocarpine, which he believes can only be ascribed to its action 
on the ciliary muscle. He makes the following suggestions as to the manner 
in which sclerotomy and myotics favorably influence the glaucomatous pro- 
cess: “ The circular fibres act in the same direction as the contraction of the 
pupil, viz., toward the axis of the eye. The base of the ciliary body must 
thereby be drawn inward. Contraction of the meridional fibres is supposed 
to draw the anterior attachment backward and the posterior one forward. 
As by increased tension the uvea is pressed against the sclera and its dis- 
placement rendered less easy, the contraction would be more appreciable in 
the anterior part and, by dragging on the anterior wall of Schlemm’s canal, 
would release the tension on the tissues further back. A portion of the radial 
fibres end in the membrane of Descemet. Might it not be supposed that from 
a sclerotomy, aided by a strong myosis, the posterior lamelle of the cornea may 
be so extended that a gaping wound results in Descemet’s membrane, which, 
otherwise, owing to its endothelial covering, is impervious.” This supposi- 
tion of a patency of the inner portion of the scleral section remaining per- 
manently is considered by Snellen to be supported by the flattening of the 
cornea and consequent astigmatism which are so commonly observed after 
sclerotomy. 


DISEASES OF THE LARYNX AND CONTIGUOUS 
STRUCTURES. 


UNDER THE CHARGE OF 
J. SOLIS-COHEN, M.D., 


OF PHILADELPHIA. 


THE INFLUENCE OF DIATHESIS IN DISEASES OF THE LARYNX. 


Dr. S—nNac-LAGRANGE, in an elaborate article (Annales des mal. de (oreille, 
du larynx, etc., Mai et Juni, 1888), contends that there is a prominent etio- 
logical element in all laryngeal inflammatory diseases due to dynamic condi- 
tions, and indicated by paretic or by contractural conditions as presented in 
the subjects of the lymphatic or of the arthritic diathesis, or of the hybrid 
resultant in which lymphatism is usually predominant. 

He supports this new theory in etiology by numerous examples taken from 
the records of cases of dysphonia, paralysis, spasm, catarrhal and glandular 
laryngitis, syphilis and tuberculosis; and by tracing the connection between 
the diathesis, which has usually escaped the cognizance of the recorders, 
though distinctly indicated in their clinical histories, and the accurate 


descriptions of the anatomical changes detailed. 
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This differentiation of species, it is claimed, can be successfully utilized in 
the constitutional treatment of laryngeal maladies, and, likewise, in topical 
treatment; support being given in the atonic lymphatic class of cases, and 
modification by substitutive action in the arthritic class, thermo-alkaline 
waters being indicated in the latter group and saline alkaline in the former, 
whatever the character of the lesion. 


ON THE TRANSFORMATION OF BENIGN LARYNGEAL GROWTHS 
INTO CARCINOMATA. 


The editor of the Internationales Centralblatt fiir Laryngologie, etc., DR. FELIX 
Semon, of London, states, in the issue for July, that while he has not yet had 
time properly to prepare, in detail, the material he has collected, he can 
announce the fact that apparent transformations have been reported in 32 
instances only out of 8216 intralaryngeal operations upon morbid growths, a 
proportion of less than one-half of one per centum. Further analysis of 
these 32 cases shows that 16 of them are quite questionable, 12 of these being 
recorded as doubtful by the reporters. Hence the proportion is reduced to 
less than one in five hundred, or a proportion of 1 : 513. 


CANCER OF THE LARYNX. 


In a critical review (Le Progres Médical, May 19, June 9, 23, and July 17, 
1888) Dr. J. BARATOUX presents first an historical bibliographical summary 
of the literature from Morgagni to Schwartz (1886). According to this review, 
statistical records show that carcinoma has occurred in the proportion of about 
one case in every three hundred of laryngeal disease as seen by laryngologists. 
Intrinsic carcinoma is almost always located above the glottis, and is much 
more frequent than extrinsic carcinoma. Carcinoma is much the more fre- 
quently unilateral, the left side being affected far oftener than the right. 

Baratoux includes sarcoma, epithelioma and carcinoma in his category of 
cancer. Sarcoma is the least frequent, and the fasciculated variety is much 
more frequent than the globocellular. Sometimes it is of the mixed variety. 
Lymphosarcoma, alveolar sarcoma and myxosarcoma have been noted like- 
wise. Epithelioma is the most frequent variety of cancer, comprising nearly 
four-fifths of the whole. Nearly all examples have been lobulated. Car- 
cinoma proper occurs in the proportion of about three to twenty. The cause 
of cancer is uncertain. Topical irritation precedes in some instances. Hered- 
itation is evident in others. It has been observed occasionally in associa- 
tion with tuberculosis. 

Cancer has been observed in the very first year of life, and as late as the 
ninth decennium; but more than half of the cases were between the ages of 
forty and sixty years. It is far the more frequent in the male, occurring in 
the proportion of about seven to one in the other sex. 

Involvement of the lymphatic glands occurs in intrinsic cancer as well as 
extrinsic, but in far less proportion. It is usually unilateral, involving one 
or more glands along the border of the sternomastoid muscle. In intrinsic 
cancer the first gland to be affected is one at the anterior border of the muscle 
at a level with the thyro-hyoid ligament; in extrinsic cancer it is the inferior 
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cervical ganglions which become implicated. This involvement is rarely early. 
It may become sufficiently voluminous to compress the trachea injuriously, 
it may contract adhesions with adjoining tissue, and it may undergo inflam- 
mation and ulceration. On the other hand, it must be remembered that all 
enlarged glands are not cancerous. 

The indications are given for the differential diagnosis of the varieties of 
cancer from each other, and from tuberculosis and syphilis. The methods of 
treatment are discussed in detail and the most complete tables of the various 
operations and their results yet published are given. 

Baratoux concludes that extirpation of the larynx is the best method of 
obtaining a favorable result, especially if the diagnosis has been made early, 
because it not only prolongs life but renders it supportable. 

In discussing palliative treatment Baratoux recommends most highly tinc- 
ture of arbor vita, both topically and internally, in doses of 15 to 30 grains. 
He cites the case of a female whose life had, at the time of writing, been 
prolonged forty months by this remedy, although the cancer involved the 
palate, posterior palatine folds, uvula, tonsils, lateral walls of the pharynx, 
the epiglottis and the vocal bands. The same remedy has long been vaunted 
for cutaneous warts and in cancer of the uterus. 


In reporting (Rev. Mens. de Lar., etc., June, 1888) a case of cancer of the 
larynx in which tracheotomy was performed because his patient declined to 
submit to a proposed laryngectomy, Dr. J. CHARAZAC, of Toulouse, com- 
pares the results from this palliative operation with those of the radical one 
and concludes that the latter is the proper procedure in all cases strictly 
limited to the interior of the larynx, before there has been any contamination 


of the glands and while the general health remains unimpaired. Confined to 
cases of this kind he anticipates increasing successes from the operation. 


CHRONIC ABSCESS OF THE STUMP OF AN ABLATED TONSIL. 


Dr. Noqust relates (Rev. mens. de Lar., July, 1888) an unusual instance 
of abscess of the stump of a tonsil communicating with the exterior by a 
small fistule, from which pus had exuded daily for six months, in a married 
female, twenty years of age. She had in infancy been the subject of ton- 
sillar hypertrophy. The right gland had been excised at about six years of 
age; the left about six months previously to examination. The stump, at 
the border of the palatine folds, was very red and notably hypertrophied, 
and, on pressure, pus exuded from a fistule. An incision with the electric: 
cautery released about a teaspoonful of pus. After several cauterizations a 
cure was effected. 


THE PARASITIC NATURE OF ACUTE CORYZA. 


Dr. F. Carpone, of Naples, contends (Archiv Italiani di Laringologia, 
Luglio, 1888) that the morbid process in acute coryza is analogous to that of 
pneumonia. The acute initial stage, the type of fever, the course, the critical 
defervescence, the character of the secretions, the prostration of the patient, 
the ready transference of the affection to the inferior tract of the respiratory 
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passages which characterize coryza have great analogy with the course of 
pneumonia; a consideration emphasizable from the fact that the nasal 
mucous membrane is the first portion of the respiratory tract. This opinion 
was expressed in 1886 by Massei, Trifiletti and Meyer. 

In examining the secretions Cardone has found the streptococcus pyogenes, 
the staphylococcus aureus et albus and, in greater quantities, the diplococcus of 
Frankel and the pneumococcus of Friedlander. 


CEPHALALGIA FROM INTRANASAL DISEASE. 


Under the caption Des Céphaleés de Croissance, previously adopted by Dr. 
René Blache, Dr. JoAu discusses (Rev. mens. de Lar., etc., July, 1888) a 
certain class of headaches which occur about the period of puberty. Blache 
attributed them (1883) to disproportion between cerebral activity and efforts 
of intelligence; Keller, some months later, to a dolorous neurosis of the 
brain. Perin and other ophthalmologists attribute them to asthenopia. 
Hack (1883) claimed that they were due to intranasal disturbances, and he 
has been supported by Ruault and others. Joal reports in detail two con- 
firmative instances in a male subject, fifteen years of age, and in a female, 
aged fourteen years. There was a genital complication in each of these in- 
stances, the symptoms becoming aggravated, in the one case, during two 
attacks of preputial herpes and, in the other, at the menstrual period. Hence, 
Joal is led to sustain the opinion of Mackenzie, of Baltimore, that excitation 
of the sexual apparatus should be considered a factor in the production of 
diseases of the nares. 

Dr. MENIERE (Jdid.) relates an instance of daily cephalalgia of two years’ 


duration cured by intranasal cauterizations and ablation of adenoid masses. 


SYMPTOMS OF DISEASES OF THE SPHENOIDAL SINUS. 


Dr. EMILE BERGER (Rev. mens. de Lar., July, 1888), in order to learn the 
symptoms by which diseases can be detected during life, has carefully studied 
the records of all reported cases in which disease of the sphenoidal sinus has 
been found post-mortem. Caries and necrosis present the following group of 
symptoms: 1, sudden unilateral blindness, with phlegmon of the orbit; the 
origin of the blindness being perineuritis of the optic nerve in the optic canal ; 
2, slow detachment of fragments of bone, without ocular troubles ; and, finally, 
meningitis; 3, sudden discharge of a large quantity of bone by the nose; 
4, fatal hemorrhage after perforation of the wall between the sphenoidal and 
the cavernous sinuses; 5, retropharyngeal abscess; 6, thrombosis of the 
sinus and of the ophthalmic vein, due to thrombosis of the circular venous 
sinus of the sed/a turcica; 7, perforation of the inferior wall of the sphenoidal 
sinus, without any other symptom. In cases of tumors of the sphenoidal 
sinus, four periods can be distinguished: 1, when the tumor is limited within 
by the walls of the sinus, there may be no symptoms, or cephalalgia only; 2, 
when the tumor, by its growth, dilates the walls of the sphenoidal sinus, pro- 
ducing their atrophy and compressing adjoining organs; the compression 
may involve one or both optic nerves and produce amaurosis; 3, when the 
tumor may propagate beyond the walls of the sphenoidal sinus; it may ex- 
tend into the nasopharyngeal cavity, into the ethmoid cells, into the orbit 
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and, finally, into the cranial cavity; perforation of the base of the cranium 
may occur without any symptoms or may excite very grave cephalalgia ; 
4, metastases are observed in various organs. Epileptic seizures often take 
place. If the tumor grows rapidly, then meningitis or cerebral abscess occurs 
soon after perforation of the base of the skull. 

Wounds of the sphenoidal bone may produce the following symptoms: 1, 
in fissures of the superior wall of the sinus, continuous trickling of cerebro- 
spinal fluid; 2, rupture of a fragment of the body of the bone may wound 
the internal carotid to the inside of the cavernous sinus and cause pulsating 
exophthalmia ; 3, continuation of the fissure in the canal of the optic nerve 
will cause compression or rupture of the optic nerve and, consequently, amau- 
rosis; 4, if the fissure extends to the oval or round foramen, it will produce 
ansesthesia of the second and third branches of the trifacial, and a rupture or 
wound of other and cerebral nerves may present simultaneously. 


OBSTETRIOS. 
UNDER THE CHARGE OF 
EDWARD P. DAVIS, A.M., M.D., 


VISITING OBSTETRICIAN TO THE PHILADELPHIA HOSPITAL, 


A CASE OF SEXTUPLE PREGNANCY. 


VASSALLI, a physician of Castagnola near Lugano, Switzerland, reports a 
case of premature labor with sextuple births at four months pregnancy. The 
sexes were unlike, the foetuses fully formed; there was one placenta. The 
father belonged to a prolific family, and by a previous marriage had ten 
children. Statistics show that the district of Castagnola is peculiar for mul- 
tiple births. The specimen has been placed in the Royal School of Obstetrics 
at Milan. —British Medical Journal, June 9, 1888. 


THE RESULTS OF PRECIPITATE BIRTHS. 


Goutz ( Corespondenz- Blatt fiir Schweizer Aertze, No. 9, 1888) has collected 
thirty-seven cases of precipitate births, from the study of which he draws the 
following conclusions: These cases do as well as the average normal labor; 
their complications are moderate hemorrhage and fever, and delayed involu- 
tion of the uterus; these complications occurred frequently, but resulted 
favorably. None of the patients had the assistance of skilled or unskilled 
persons; no sepsis was observed among them. 

The children suffered from conjunctivitis, catarrh, and showed a slight 
scalp tumor, which rapidly disappeared. The maternal mortality was almost 
nothing ; that of the children was 26.8 per cent. 


EMBRYOTOMY. 


Bupin (Le Progres Médical, Nos. 18 and 19, 1888) in his clinic described a 
case of neglected shoulder presentation which came to his attention when the 
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foetus was dead and impacted in the pelvis. The uterus was contraeted 
firmly upon the fetus, 

Version being considered impossible, embryotomy was done with Tarnier’s 
embryotome. This instrument consists essentially of a hook carrying a 
sheathed linked saw, which is gradually tightened after being placed in 
position. The fetus was divided at the upper extremity of the thorax. The 
trunk was delivered by traction; the head was expelled spontaneously. An 
intrauterine douche of two quarts of bichloride of mercury, 1 to 2000, was 
given; the patient made an uninterrupted recovery. 

Budin prefers Tarnier’s embryotome as less dangerous to the maternal 
tissues than any form of scissors. 


EXTRAUTERINE PREGNANCY, TREATED BY LAPAROTOMY. 


HERMAN (Lancet, May 26 and June 2, 1888) reports two cases of early 
extrauterine pregnancy, cured by laparotomy, the dilated tube and ovum 
being removed, hemorrhage checked and the abdomen cleansed. In a third 
case operation was delayed, but when performed revealed a ruptured Fallo- 
pian tube, with clotted blood: the patient succumbed. In this case, before 
operation, the hematoma had been opened, a drainage tube inserted and the 
cavity washed out, but hemorrhage persisted until the tube was removed. 

Herman believes that many cases recover spontaneously, by absorption of 
the larger portion of the ovum. Puncture and electricity are not to be relied 
upon. Early abdominal section gives best results when treatment is indicated. 


AN INTERESTING CASE OF ECLAMPSIA. 


CHARPENTIER (Bulletins de la Société Obstétricale, No. 6, 1888) reports the 
case of a primipara, six and a half months pregnant, in whom albuminuria 
was detected on several occasions by different physicians, and appropriate 
treatment ordered: this was persistently neglected. 

Eclampsia supervened suddenly, at night, without warning; a condition of 
partial coma followed which persisted until treatment had been employed for 
forty-eight hours; the urine was extremely rich in albumin. Coma was fol- 
lowed by convulsions, in the first of which the foetus perished. Temperature 
and pulse remained normal. Epigastric pain and headache were the symp- 
toms; disturbances of vision did not develop until forty-eight hours after 
albuminuria and convulsions had ceased. 

Labor was not attended by convulsions; dilatation of the cervix was slow, 
but there was no post-partum hemorrhage; the puerperal period was normal, 


PUERPERAL SEPTICZMIA WITH GANGRENE; RECOVERY, 


CHARPENTIER (Bulletins de la Société Obstétricale, No. 6, 1888) reports the 
case of a primipara in whom septicemia followed the normal delivery of an 
adherent placenta. Diphtheritic ulceration, with gangrene of the superficial 
tissues, developed. 

The uterus was curetted with a dull curette, and swabbed with creasote and 
glycerin (1 to 2); an intrauterine douche of bichloride of mercury, 1 to 2000, 
was given, and iodoform gauze was applied to the vagina; quinine and alcohol 
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were freely administered. Great improvement followed; five days afterward 
septic pleurisy developed on the left side. The patient made, however, a 
good recovery without further operative treatment. 


A CASE OF PURULENT PUERPERAL PERITONITIS; DRAINAGE; RECOVERY. 


Woopwakrb (Boston Medical and Surgical Journal, July 12,1888) reports a 
case of purulent puerperal peritonitis to which he was called about six weeks 
after labor. An extensive accumulation of pus in the abdomen, and septi- 
cemia were diagnosticated. The abdomen was opened, offensive pus 
evacuated and the cavity irrigated with hydronapthol (1 to 1100); a drainage 
tube and antiseptic dressing were applied. After repeated irrigation with 
boiled water and constitutional treatment the patient recovered. 

The abscess had at first been circumscribed, but thirty-six hours before the 
operation had burst into the abdominal cavity. Recovery, under these cir- 
cumstances, was remarkable. 


AIR-EMBOLISM IN PLACENTA PR2AVIA. 

KRAMER ( Zeitschrift fiir Geburtshilfe, Band 14, Heft 2) reports a case of 
placenta previa (centralis) in which turning was just accomplished when, 
following a uterine contraction and contraction of the abdominal muscles, 
the patient collapsed and died. 

Post-mortem examination revealed the right heart distended with air: in 
the deeper layers of the decidua the open mouths of veins were seen, through 
which air had entered. No air was present in the uterine veins; that which 
entered when the uterine and abdominal contraction relaxed and the blood- 
pressure in the abdominal veins became negative had passed at once to the 
heart. 


THE AMNIOTIC FLUID A MEANS OF F@TAL NUTRITION. 


AHLFELD (Zeitschrift fiir Geburtshilfe, Band 14, Heft 2) concludes, from the 
examination of the meconium, that the fetus swallows considerable quanti- 
ties of the amniotic fluid. This is a physiological process; he has found the 
amniotic fluid albuminous in several cases, ranging from twenty to fifty per 
cent. albumin. His tests were nitric acid and heat. 

He concludes that the albumin of the amniotic fluid is nutriment for the 
foetus, and by an elastic bag applied over the mother’s abdomen at the loca- 
tion of the child’s back, he demonstrated movements of the child’s thorax in 
the uterus, which he considered motions of deglutition. 

THE MicroORGANISMS IN THE GENITAL CANAL OF THE 
HEALTHY FEMALE. 


WINTER (Zeitschrift fiir Geburtshiilfe, Band 14, Heft 2) reports experiments 
undertaken at the suggestion of Schréder, to determine what microérganisms 
are present in the various portions of the female genital canal. 

He concludes that the normal Fallopian tube contains no microérganisms. 
The normal uterine cavity contains no germs; in half the uteri examined 
they were present at the internal os. In the secretion of the cervix were 
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found abundant microérganisms, which increase during pregnancy ; bacilli 
also develop. The vagina always contained abundant germs. The boundary 
for germs is the internal os uteri. These microédrganisms were found to be 
pathogenic, but not possessing the virulence commonly characterizing them. 

Winter urges the practical conclusions regarding the disinfection of the 
vagina and cervix before operations which follow from these facts. He re- 
gards the germs always present in the external portion of the genital canal 
as capable of becoming virulent when infected from without; in that case 
infection of the portion of the tract otherwise free would occur, and auto- 
infection result. 


THE PREVENTION OF OPHTHALMIA NEONATORUM. 


AHLFELD, in the clinic at Marburg, has not had a case of pronounced 
ophthalmia neonatorum for three and one-half years, and no suppurating con- 
junctivitis for one and one-quarter years. This immunity he ascribes to the 
use of an antiseptic douche before labor; cleansing the child’s eyelids as 
soon as the head is born; keeping the child’s face as much as possible from 
the fluids in the vagina; and precautions in bathing the child. The face and 
head are never bathed in the water which cleanses the body ; the eyes are 
bathed with clean water, by means of cotton. 

Ahlfeld has no explanation for the fact that children seldom acquire the 
disease after the first week of life.—Zeitschrift fiir Geburtshiilfe, Band 14, 
Heft 2. 


THE INFLUENCE OF Druas TAKEN BY NURSES UPON NURSLINGS. 


FEHLING (Medical Press, May 9, 1888) has made investigations upon this 
subject, as follows: 

Soluble substances pass from the blood into the milk. Sodium salicylate 
became dangerous to an infant after its nurse had taken forty-five grains; 
iodide of potassium may be given in daily doses of three grains without 
injury ; it was found in the milk twenty-four hours after the nurse ceased to 
take it. Potassium ferrocyanide does not pass readily into the milk. 

Iodoform, even when applied externally to the mother, passes very readily 
into the blood, and affects the child more powerfully than when it is applied 
to lesions upon the child. Mercurials given to the mother do not affect the 
child readily. 

Regarding narcotics, twenty-five drops of tincture of opium (German Phar.) 
did not affect the child; he concludes that from one-tenth to three-tenths of 
a grain of morphia may be given at a dose with safety to the child; from 
twenty to forty grains of chloral may be likewise given. If the breast was 
withheld for one and a half or two hours after these doses no effects on the 
child were observed. Atropia affects the child very readily and powerfully. 

Fehling experimented with citric acid, mineral acids and vinegar, finding 
that their use does not affect the child; the normal alkalinity of the milk 
remains undisturbed. No restriction in this direction should be put on 
mothers’ diet. 

As to the influence of fever upon the milk, the septic fevers counter-indi- 
cate nursing, because the milk ducts and secretion are infected with micro- 
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cocci. The child should be at once taken from the breast in these cases. In 
non-septic fevers the child should nurse so long as the secretion remains, and 
simple means should be used to abate the mother’s fever. 


GYNECOLOGY. 


UNDER THE CHARGE OF 
HENRY C. COE, M.D., M.R.C.S., 


OF NEW YORK. 


THE TREATMENT OF RETKOFLEXION. 


An interesting discussion on this subject occurred at the recent meeting of 
the German Gynecology Society, at Halle ( Centralblatt fiir Gynikologie, June 
16, 1888). It followed a paper by SkuTscH, who advocated the more intelli- 
gent use of pessaries, even in cases in which the uterus could not be entirely 
replaced in consequence of firm adhesions; the latter might be stretched by 
gradual pressure and systematic massage. Cord-like adhesions were best 
stretched by bimanual palpation, while in the case of broad bands or exten- 
sive parametric exudates, Brandt’s method of bimanual massage was valuable. 
If the movements of the uterus were limited, but the organ was not fixed, it 
should be replaced and a pessary introduced. In order to carry out this treat- 
ment successfully, it was necessary to recognize by careful vaginal and rectal 
examinations the exact anatomical condition. Of 205 cases of retroflexion 
treated in Schultze’s clinic, 182 were decidedly benefited by pessaries; in 15 
cases of fixation, the adhesions were stretched by pressure and massage, so that 
the uterus could be replaced, while in 19 they were separated according to 
Schultze’s method. 

In cases of abnormal shortening of the anterior vaginal wall, the tension 
might be relieved by making transverse incisions, and uniting them in a line 
parallel with the axis of the vagina, Skutsch thought that in obstinate cases 
of retroflexion laparotomy offered the only certain prospect of cure, but it was 
to be regarded as a last resort. Singer said that he preferred ventro-fixation to 
Alexander’s operation. Fritsch thought that pessaries were invaluable if 
rightly used; it was easier to perform a laparotomy than to treat a case of 
retroflexion successfully. Winckel agreed with the last speaker; while in 
America he had observed the bad effects of Alexander’s operation. Schultze 
confirmed the experience of Fritsch, and added that he had never seen com- 
plications disappear by replacing the displaced uterus. 

CAUTERIZATION VERSUS CURETTING IN THE TREATMENT OF 
ENDOMETRITIS. 


A recent discussion on this question before the Paris Obstetrical and Gyne- 
cological Society (Bull. et Mémoires, June, 1888) was of interest by reason of 
the expression of their views by several prominent French gynecologists. 
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PaJorT stated that he has practised cauterization of the uterine cavity for 
endometritis for nearly forty years, and had never had a fatal result follow 
the treatment; he had noted only four cases of perimetritis which could be 
referred to the application. This freedom from accidents he attributed to 
the strict observance of antiseptic precautions. 

CHARPENTIER preferred curetting to the use of the porte-caustique, because 
of the greater rapidity of the cure, and the absence of pain and inflammatory 
complications. 

Do.LeRIs warmly defended the curette by the use of which all the diseased 
tissue was removed and could be examined microscopically, while there was 
no danger. from cicatricial contraction of the canal which sometimes resulted 
from caustics. There was certainly more risk of setting up periuterine in- 
flammation when cauterization was practised. If caustics were applied, it 
should be done after the diseased tissue had been removed. 

[It will appear almost amusing to the American reader that M. Doléris, 
whom we recognize as the most progressive French gynecologist, should find 
it necessary to champion the cause of the curette as opposed to a method of 
treatment which we long ago rejected as barbarious and unscientific.—Eb. }. 


THE EXTRA-PERITONEAL METHOD OF TREATING THE STUMP AFTER 
SUPRAVAGINAL AMPUTATION. 


Pror. CARL BRAUN ( Wiener med. Wochenschrift, 1887, Nos. 22-25) reports 
thirty-eight cases of hystero-myomotomy in which the stump was treated 
thus, the mortality being only 15.5 per cent. The pedicle was dropped back 


in two other cases, which terminated fatally. The writer prefers the former 
method, which has won favor among Vienna gynecologists by reason of the 
good results which have attended its application to Porro’s operation. 


SEeconp LAPAROTOMY IN THE SAME PATIENT. 


MARTIN (Centralblatt fiir Gyniikologie, June 23, 1888) has performed lapa- 
rotomy upon twenty-two patients for the second time, exclusive of cases of 
secondary laparotomy within ten days after the primary section. In ten 
cases the operation was for disease of the remaining ovary, in seven, for 
salpingitis resulting from acute gonorrheal infection, or from a recurrence 
of the trouble for which the other tube was removed. In four instances 
uterine fibro-myomata had developed after the first operation. It was noted 
at the time of the second laparotomy that even when the patient had recovered 
from the former one without any evidences of peritonitis, it was the rule to 
find the intestines adherent to the abdominal wall and to one another. For 
this reason, Martin always made his second incision at the side of the old 
cicatrix. In order to avoid the necessity of a subsequent operation, it was 
desirable to remove, if possible, all diseased tissues the first time. Although 
he met with great difficulties in secondary laparotomies, the writer lost 
only one patient from sepsis and two from collapse. If the old cicatrix 
was much stretched he thought it best to excise it entirely, in order to avoid 
subsequent hernia. 


GYNECOLOGY. 


PRELIMINARY OPERATION BEFORE OPENING Cystic TUMORS. 


Ket (/d., June 30, 1888) advocates this measure, which was first employed 
by Volkmann. Its object is to avoid the danger consequent upon the rupture 
of a firmly adherent purulent sac during the attempts to extirpate it. An 
incision is made in the inguinal region, the cyst is exposed and its wall is 
stitched to the edge of the wound; the latter is left open and is packed with 
iodoform gauze. At the end of a week the dressing is removed, and the cyst 
is found to be adherent to the abdominal wall; it is then incised and drained, 
and is allowed to close by granulation. 


A MODIFICATION OF ALEXANDER’S OPERATION. 


CasaTI (Raccoglitore med., 1887, Nos. 5-8) in shortening the round liga- 
ments makes a single transverse incision through the skin, somewhat curved, 
with its concavity upward ; this unites the two external rings. Both round 
ligaments are then drawn out and the redundant portions are excised. 
The proximal end of each cord is next stitched to the distal end of the oppo- 
site one, so that they form a cross; the latter is united to the subjacent cellular 
tissue by a continuous suture of catgut, after which the wound in the integu- 
ment is closed with silk. The uterus is supported by means of vaginal 
tampons. 


VAGINAL CystTs. 


TAKAHASI (Deutsche medicinische Wochenschrift, June 7, 1888) has investi- 
gated the vexed question of the origin of vaginal cysts, and describes the 
microscopical appearances observed in six specimens. Unlike Hening and 
other observers, he was unable to find any true glands in the sections exam- 
ined, although in two cases he noted the presence of follicles, which he re- 
garded as of inflammatory origin. He inferred that the epithelium lining 
the cysts was derived from that of the vaginal mucosa. The deep situation of 
the cysts within the muscular layer, and even between the fibres, showed that 
they could hardly arise, as some writers claimed, from crypts or folds in the 
mucous membrane. On the other hand, Takahasi found circumscribed col- 
lections of cells in the vaginai mucosa, in the centre of which were evidences 
of commencing cyst formation. The fact that cysts were situated with nearly 
equal frequency cn the anterior and posterior walls of the vagina was, in his 
opinion, an argument against the theory of their frequent development from 
the ducts of the Wolffian bodies. In short, vaginal cysts in the same patient 
may have an entirely different origin, so that it is impossible to refer them all 
to a common source. 


CoLPITIs EMPHYSEMATOSA. 


Under this term ZWEIFEL (Archiv fiir Gynikologie, Bd. xxxii. Heft 1) de- 
scribes a condition to which Winckel gave the name “ cystic hyperplasia” of 
the vagina. Contrary to the opinions of Klebs, Ruge and others, Zweifel 
claims that air-cysts originate in the glands, even though many of the cysts 
have no epithelial lining; the disappearance of the latter may be due to long- 
continued pressure. The fact that the gas has been found diffused throughout 
the interstitial spaces may have led the authors mentioned to overlook their 
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glandular origin. In the cases observed by the writer the fact that the 
vaginal secretion contained many air-bubbles, as well as its offensive odor, 
led to the inference that the gas in the cysts, as well as in the vagina, was the 
result of decomposition, while the presence of trimethylamine in both the 
cysts and the vaginal secretion caused him to believe that the former ruptured 
in consequence of the expansion of this gas when heated. From repeated 
observations he found that trimethylamine was sometimes present in the 
genital secretions of healthy pregnant women. 


DILATATION OF THE URETHRA TO RELIEVE RETENTION OF URINE 
FOLLOWING DELIVERY. 


Scnatz has called attention to a simple method of relieving retention, 
which he considers preferable to the ordinary practice of repeatedly using a 
catheter until the patient developed cystitis. He employed an instrument 
like a glove-stretcher, which was introduced into the bladder and opened, 
the sphincter vesice being dilated so that the tip of the little finger could 
be passed through it. The pain was slight and ceased immediately after 
the operation. There might be slight hemorrhage. A second dilatation 
was seldom necessary, as the urine was passed the next time spontaneously. 
Schatz believed that the practice would become general, since it was so much 
less harmful than the frequent use of catheters. 

He was unable to give a satisfactory explanation of the modus operandi of 
the operation, but he was led to test it by comparing the physiology of vesical 
with that of uterine contraction. In normal urination, the detrusor was not 
to be regarded as the antagonist of the sphincter vesicx, but the former could, 
however, relax the sphincter. In most women the bladder was actually in 
diastole during micturition, so that it was necessary to infer the presence of 
some other mechanism for relaxing the sphincter, either a passive relaxation 
of the latter muscle, or active contraction of its antagonists which were in- 
serted somewhere on the pubic bones. If these muscles were torn during 
parturition, they might be powerless to relax the sphincter. Passive relaxation 
of the sphincter itself would naturally take place more rapidly if, after being 
swollen or irritated, it was rendered more pliant by stretching. Dilatation 
was also applicable to retention in the non-puerperal woman, but it was 
more uncertain in its results; it was especially applicable to retention after 
operations.—Centralblatt fiir Gyn., June 16, 1888. 


MEDICAL JURISPRUDENCE. 


UNDER THE CHARGE OF 
MATTHEW HAY, M.D., 
PROFESSOR OF MEDICAL JURISPRUDENCE, UNIVERSITY OF ABERDEEN. 
On MEDICAL RESPONSIBILITY. 


L. Reuss (Annal. @hyg. publ., sér. 3, t. xix. pp. 528-550) discusses, under 
the above title, the case of Dr. Flocken, of Strassburg, who, along with a 
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druggist and his two assistants, was charged with the contravention of certain 
articles of the German penal code, which render it criminal for any one who, 
in the practice of his profession or trade, causes the death of a person by 
neglecting to give such particular attention to his studies as, by his profession, 
he ought to do. 

It appears that Dr. Flocken, who occupies a highly respectable position, 
was, toward the close of last year, called to attend an innkeeper, Mathias, 
suffering from arthritic pains, and prescribed a liniment and a mixture. Two 
spoonfuls of this mixture were taken by the patient within two hours, and 
shortly afterward he suffered from vomiting and diarrhea. Nevertheless, a 
third spoonful was taken, and the vomiting and diarrhea increased, accom- 
panied by irritation of the throat, constriction of the belly and insatiable 
thirst. The doctor was again summoned and came. He asked for the bottle 
which contained the mixture, washed it out with warm water and carefully 
scraped off the label. He then placed some iodide of potassium in it, added 
water and ordered the patient to take the new mixture at certain intervals. 
After three or four doses the vomiting ceased, but the diarrhea continued. 
The doctor revisited the patient and tried other remedies to arrest the diar- 
rhea, but without success. The patient now became very feeble, complained 
of a suffocative feeling and abdominal pain, with cold extremities, and died 
thirty-six hours from the time he took the first dose of medicine prescribed 
by the doctor. The doctor then asked for his first prescription and took it 
away with him, and afterward certified the cause of death to have been endo- 
carditis following upon an attack of articular rheumatism. 

On the following day, an anonymous letter was received by the police 
authorities, directing their attention to the suspicious character of the inn- 
keeper's death. Dr. Flocken was at once interrogated by the authorities 
and stated that his first prescription consisted of a little digitalis mixed with 
either salicylic acid or tincture of colchicum, or possibly with salicylate of 
lithium. On the following day he confessed to having made a mistake and 
then remembered that he prescribed digitalis and tincture of rhubarb. As 
the prescription had been dispensed by a druggist, Greiner, his register of 
prescriptions was searched, and one by Dr. Flocken was found, corresponding 
to that under discussion. It contained infusion of digitalis, salicylate of 
lithium, extract of rhubarb and syrup, all in ordinary doses; but the register 
examined was a new one and seemed to have been begun only two days before 
Dr. Flocken’s prescription was entered. Further investigation showed that 
the register was bought three days after the day of entry of the doctor’s pre- 
scription. The exhumation of the innkeeper’s body was then determined on 
and was carried out about three weeks after the death. The autopsy revealed 
no particular cause of death. The mucous membrane of the stomach and 
intestines was much congested and was covered with several small ecchy- 
moses. All the other viscera were healthy. No poison was found, 

Meanwhile, information reached the police authorities of the death of 
another person, a barman, Herter, under similar circumstances, and also the 
patient of Dr. Flocken. Herter became ill, suffering also from arthritic 
pains, on the same day as Mathias, and was on that day prescribed for by 
the doctor, who ordered a liniment and mixture as before. The prescrip- 
tions were also dispensed by Greiner. The same results followed the admin- 
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istration of the mixture—vomiting and diarrhea. The doctor, at his next 
visit, asked for the bottle, washed it out, scraped off the label, as in the other 
case, and refilled it with a solution of morphine. The new medicine stopped 
the vomiting, but the diarrhea continued, and the patient died on the fourth 
day after he had begun to take the prescribed medicine. Professor Wieger 
was called in as a consultant before the patient’s death and was told by Dr. 
Flocken that the patient had been ordered some colchicum ; but the professor 
attached no importance to this and attributed the illness and death to a fatty 
heart and nephritis, preceded by diphtheria, diarrhea and a gouty attack. 
Dr. Flocken certified the cause of death to be paralysis of the heart, following 
upon enteritis, with nephritis and pericarditis. Herter’s body was also 
exhumed after about three weeks. The kidneys were much congested, the 
heart and liver somewhat fatty and the large intestine showed traces of 
diarrhea, without much alteration of the mucous membrane. In this case 
the registered copy of the prescription for the mixture showed that it con- 
tained tincture of colchicum, salicylate of sodium and extract of juniper, all 
in ordinary doses. 

Finally, Dr. Flocken, Greiner and his two assistants were arrested ; when the 
druggist confessed that he had, at Flocken’s request, altered the register of 
the prescriptions and for that purpose had purchased the new register already 
alluded to. The original prescriptions had each contained extract of colchium, 
but in such dose as would be suitable to the tincture of colchium. Dr. 
Flocken now admitted this; but to clear the conscience of the tribunal a 
large number of skilled witnesses were brought forward at the trial, includ- 
ing men of such eminence as Fliickiger, Schmiedeberg, von Mering, Huse- 
mann and Wieger. It was contended, on behalf of Dr. Flocken, that the dose 
of the extract prescribed was not poisonous; and that, even if it were, the 
patients had had the poisonous action neutralized by subsequent treatment 
and that they had died from natural causes. Schmiedeberg and von Mering 
testified that the dose of the extract prescribed—viz., about 0.2 gramme (3 
grains) in each spoonful—was equivalent to about 15 or 20 grammes (225 to 
300 grains) of the tincture, three spoonfuls, or the quantity taken by each 
patient, being equal to 45 to 60 grammes (675 to 900 grains), and that such a 
quantity was undoubtedly poisonous, the maximum medicinal dose being, in 
their opinion, 6 grammes (90 grains) daily. Husemann, on the contrary, 
maintained that the extract is not so much more poisonous than the tincture ; 
that a maximum medicinal dose is, at best, a mere hypothesis; and that 
although the two deaths might have been due to colchicum, yet they were 
more probably caused by disease. Wieger asserted that Herter had died of 
a heart affection. The tribunal found Flocken, Greiner and one of the 
assistants guilty and sentenced the first to ten months imprisonment and the 
others to five days and two months respectively. 

Reuss, the author of the present communication, traverses the conclusions 
of the tribunal and, of certain of the medical witnesses, and, although admit- 
ting that the dose of colchicum prescribed may have been a poisonous one, he 
contends that Flocken exhibited no criminal neglect—that he had simply made 
the unfortunate slip of writing extract instead of tincture. He denies that 
the tribunal received clear evidence as to the deaths being due to colchicum 
and not to natural causes. It appears, however, to the writer of the abstract 
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that there can be little, if any, doubt as to colchicum being the cause of death 
in both cases. 


WATER IN THE STOMACH As A SIGN OF DEATH BY DROWNING. 


OBOLONSKY, of Charkow, Russia, reports in the Viertelj. f. gerichtl. Med. 
(N. F. Bd. xlviii. S. 348-352, 1888) the results of eighteen experiments with 
the dead bodies of infants, two weeks to two months old, in which he placed 
the bodies in a large vessel of colored water, sinking them by means of 
attached weights, and observed by dissection afterward whether water had 
penetrated into the stomach. The bodies remained in the water for twenty- 
four hours to three days. No water was found to have entered the stomach 
during twenty-four hours’ submersion ; but in five of the bodies submerged 
for three days, water had entered the stomach. In three of these, a notably 
large quantity of water was found ; in the remaining two, a small quantity. 

These experiments confirm the conclusions of Liman and Hofmann and 
are opposed to the earlier, and in some countries still current, teaching of 
medical jurists. They show that water in the stomach (swallowed from the 
water in which the person was drowned) does not afford indubitable proof of 
death by drowning since the water may enter the stomach after death. 


CASE OF BESTIALITY. 


A singular case of this kind has been reported to the Société de Médecine 
légale de France by a physician of Orleans (Annal. d’hyg. publ., 3e série, t. 
xix. pp. 56-58), who desires to conceal his name. The physician was called 
to a male domestic servant, aged eighteen or nineteen years, who was suffer- 
ing from a large wound in the anus, which had bled profusely. The wound 
was about two inches long and was of the nature of a large rupture of one 
side of the anus. After much hesitation the boy confessed that for some time 
before he had frequently permitted a large, strong spaniel to have connection 
with him. The connection had been, until the last occasion, unattended by 
injury. On this occasion, however, the boy having been called in the middle 
of the act and afraid of being surprised by a visit from his master, endeavored 
to detach himself as speedily as possible from the dog. This was rendered 
difficult by the non-collapse of the large swelling toward the base of the 
dog’s penis, which was grasped within the anus. The boy, however, in spite 
of the cries of the dog and his own suffering, contrived finally to separate 
himself forcibly from the dog, but not without producing the large rupture 
of the anus referred to. 

This case is interesting in view of the statement made by Bouley and 
Brouardel and others that connection of dogs with men is highly improbable. 


ALCOHOLIC POISONING. 
C. SEYDEL, of Kénigsberg ( Viertelj. f. gerichtl. Med., N. F., Bd. xlviii. 8. 
430-449, 1888), presents a study of the literature of this subject, accompanied 


by several operations and experiments (on rabbits) of his own, with the 
object of ascertaining the characteristic pathological changes in death from 
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alcoholic poisoning, acute and chronic. He enters into a lengthy criticism of 
Formad’s results, which, for the most part, Seydel is not able to confirm. 

The changes in the volume and form of the kidneys (pig-backed) which 
Formad described as diagnostic of acute alcoholic poisoning Seydel has not 
met with either in man or in rabbits. He attaches importance, however, to 
the cloudy condition of the epithelium of the tubules of the kidneys, also 
mentioned by Formad. It may be expected in cases of death from repeated 
alcoholic excesses. The same is true of albuminuria. The kidneys are 
usually distended with dark fluid blood after death from alcoholic poisoning, 
and the blood of the body generally is of a dark color. 


AN EPIDEMIC OF LEAD-POISONING. 


BERTRAND and OGIER (Annal. d’hyg. pubi., 3e série, t. xix. pp. 68-75) give 
the results of an investigation of an epidemic of lead-poisoning which broke 
out simultaneously in three separate communes in the neighborhood of 
Roanne, and afterward extended itself to other adjoining communes, more 
than one hundred persons, of different ages, being affected, and these belong- 
ing to the poorer classes chiefly. It was not attributable to the water-supply, 
as the water used by the various affected persons was taken from widely 
separate sources; nor was it due to the use of lead-glazed pottery or lead- 
plated utensils. Everything pointed to some article of daily diet being the 
carrier of the lead; and the author suspected the flour. Subsequent inquiry 
showed that the flour in every case had been ground in a particular mill. 
Chemical examination of various samples of flour from this mill revealed the 
constant presence of lead in small quantity. 

It was at first supposed that the lead had been obtained, as in some pre- 
viously reported cases, from the lead sometimes used to fill fissures in the 
mill-stones, but the stones of this particular mill were found to have been 
repaired with a cement which contained no lead. The source of the lead 
was afterward discovered to be lead-plated cups, fixed to a revolving endless 
belt, which were employed to raise the flour to an upper part of the mill 
When these were replaced by tinned-iron cups, the lead entirely disappeared 
as also did the lead-poisoning. 


CHRONIC ILLNESS FROM INHALATION OF HypDRuCcYANIC ACID. 


Atoys MARTIN (Ein Fall von chronischem Siechthum, hervorgernfen durch 
Einathmung von Blauséure, Niirnberg, 1888) describes the case of a young 
woman, who, while engaged for a week silvering and polishing metallic an- 
tiquities with a double compound of cyanide of silver and potassium, became 
ill, with difficult breathing, headache, loss of appetite, irritation of throat, 
cough, much thirst and great weakness, so that she was compelled to take to 
bed. From the 27 of March, 1886, onward, she developed a chronic illness, 
which about the middle of October following was characterized by feeble 
heart, distinct ataxy, impaired sense of taste, a shuffling gait, a well-marked 
diminution of muscular power and anemia. Electrical treatment was then 
begun, and the patient steadily improved, but was not quite restored to 
health even by the end of the year 1887. Martin ascribes the poisonous 
effects to the inhalation of prussic acid. 
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